











CHAPTER 1

INTRODUCTION TO THE STUDY

11 Introduction

This chapter is an introduction to the dissertation and it provides a summary of the study
which focuses on the health-seeking behaviour of some Christians living in Ndola, a city
on the Copperbelt Province of Zambia. The study surveys people who attend the church
sarvices of Faith-Healing Pentecostal Churches (hereafter FHPCs), to seek healing, and
enables us to evaluate the contribution FHPCs are making to health and well-being in
Ndola, Zambia. In this dissertation, Faith-Healing Pentecostal Churches are defined as
Charismatic Pentecostals that engage in faith-healing amost every Sunday and are fully
dependent on hearing from the Holy Spirit and less on systematic doctrines.

12 Background to the study

FHPCs have grown rapidly in Zambia and many hedth-seekers are turning to these
churches for their healing and well-being. These health-seekers are people who are either
committed members of FHPCs or people from mainline churches. It is important to also
point out that even non-churched people in Zambia visit FHPCs for their healing.

There are about one hundred and eighty six (186) registered FHPCs in Ndola alone. One
of the largest FHPCs in Ndola is caled Bethe City Church International® with about
three thousand (3,000) people in membership. Based on datistics from the Church's
records, three thousand seven hundred and fifteen (3,715) people visited the Church for
healing between January and September 2005 as noted in the table below.

! Martine Kapenda, Executive Secretary of the Pastors Fellowship in Ndola, Zambia, Informal
conversation, 2005.

2 Bethd City Church Internationa is one of the biggest Faith Healing Pentecostal Churches in Ndola and
runs aprayer healing and counselling clinic at the church premises.

3 Albert Bwalya, Bethd City Church International, counselling and deliverance ministry records,
unpublished (2005).



Figure 1: Statistics of health-seekers at Bethel City Church

Month Number of clients
January 333
February 465
March 631
April 560
June and July 887
August 505
September 334
Total for 9 months 3715

This figure illustrates that many people are visiting FHPCs in Ndola to seek healing and
well-being. Although faith-healing is not a new phenomenon in Ndola and Zambia as a
whole, there are several factors that are contributing to the increase in the number of

people visiting FHPCs.

The first reason that could be cited for the increase in the number of people visiting
FHPCs is the declaration of Zambia as a Christian Nation® by the former Republican
President, Dr. Fredrick Chiluba in December 1991. The declaration brought about an
increase in the number of FHPCs who preach the prosperity gospel coupled with
promises of divine healing and the “heaven on earth” kind of life.’” The declaration also
gave an opening to American television evangelists who stormed the country either by
television, the print media or personal visits to Zambia to preach at national gatherings

which were mostly sponsored by Dr. Chiluba himself.® Therefore, many FHPCs Pastors

* The words of the former president of Zambia, Dr. Fredrick Chiluba when he declared Zambia as a
Christian Nation, “I declare that I submit myself as President to the Lordship of Jesus Christ. I likewise
submit the government and the entire nation of Zambia to the Lordship of Jesus Christ. I further declare
Zambia as a Christian nation that will seek to be governed by the righteous principles of the word of God.
Righteousness and Justice must prevail at all levels of authority and then we shall see the righteousness of
God exalting Zambia.”

* Austin Cheyeka, “The concept of Zambia as a Christian Nation,” Africa Ecclesial Review, special edition,
Volume 47, Number 4 (2006) p.18

® Drew Smith, “American Evangelists, Social Self-Interests, and Political Misalignments in Africa,”
accessed 2 January 2007. <http://www.samford.edu/lillyhumanrights/papers/Smith_American.pdf>


http://www.samford.edu/lillyhumanrights/papers/Smith_American.pdf

and their followers continue to be influenced with western Pentecostal messages on

prosperity and divine healing.

Growing poverty in Zambia is another key factor that has led many people to seek
healing from FHPCs. The country has experienced much economic collapse, which has
led to poverty and misery for many people. Statistics from 2004 show that 73% of
Zambians live below the poverty line and that 71% of Zambians today live in abject
poverty,’ and there has been little change since then. The breakdown of the national
health provision system as a result of the economic collapse, including the introduction of
user fees in the public health services (which the government has since removed in rural
health centres), has made many Zambians lose faith in government hospitals. Those that
are poor cannot manage to go to private hospitals. The introduction of user fees has
therefore led to the reduced number of people who go to hospitals and clinics for medical

attention, and such people have come up with other health-seeking strategies. ¥

The third factor that has led to an increase in people going to FHPCs for healing and
well-being is the impact of the HIV/AIDS pandemic, tuberculosis and malaria on many
households in Ndola. It is evident that western medicine and government health policies
and programmes are having little impact on these diseases and thus many people are

resorting to visiting FHPCs.

It is within the context explained above that this research, under the African Religious
Health Assets Programme (ARHAP) has been done, with the aim to investigate an aspect

of the contribution that religion is making to public health in Ndola, Zambia.

ARHAP is a collaborative programme that involves the University of Cape Town,
University of the Witwatersrand and the University of KwaZulu-Natal in South Africa, in
partnership with the Rollins School of Public Health at Emory University, and the
Centres for Disease Control in Atlanta, USA. The main objective of ARHAP is to

" Besinati Mpepo Phiri, ‘The path away from poverty: an easy look at Zambia’s poverty reduction strategy
paper 2004” (Lusaka: Civil Society for poverty reduction), p.9.

® Alick Duncan, et al. Drivers for pro-poor change: an overview (Oxford: Department for International
Development, 2003), p.24.



identify, assess and map religious assets in Africa and make such information accessible
to faith and health leaders, organizations such as the World Health Organization (WHO),
government and private policy makers, so as to make a difference to people’s lives in

. 9
Africa.

1.3 Research problems and objectives: broader issues to be investigated

It is important to note here that this research lay squarely within the broader concerns of
the ARHAP project, and specifically in the work being undertaken to develop an
understanding of the way in which religion contributes to public health in Africa. The
research has also been done in the context of the struggle for health and healing in a time

of AIDS and Structural Adjustment Programme in Zambia.

Until this point, the research that has been happening within ARHAP has focused on
‘formal’ churches and formal health programmes. The research for this dissertation
however sought to focus on FHPCs as a ‘religious asset’ in the search for health.
Furthermore, it sought to understand the perspectives of health-seekers about what health
and well-being means to them and how FHPCs impact on their health-seeking
behaviours. This research also sought to ask a specific research question stated below.
Therefore, 1 see this research to be a contribution to the ongoing research work on the

interface between religion and health.

The main question that this research sought to answer was,

What impact do FHPCs have on health-seekers and to what extent can they be

understood as a Religious Health Asset?

In answering the above research question, the following key questions were also asked

and answered during the research and the writing of the dissertation.

? Steve de Gruchy, et al. Participatory Inquiry into religious health assets, networks and agencies,
Version 4 (Cape Town: ARHAP, 2006) p.13. (To read more on ARHAP please refer to chapter 3 of this
dissertation or visit <http://www.Arhap.uct.ac.za.>)


http://www.Arhap.uct.ac.za.

e Why are many people in Ndola attracted to seeking healing and well-being from
FHPCs?

e What do health-seekers receive from FHPCs?

e Is there a relationship between socio-economic pressures and the emergence of
FHPCs?

e In what ways do these FHPCs have an impact upon the health and well-being among
health-seekers in Ndola?

e How does the healing of FHPCs relate to health provision by other agencies?

e What does this research help us understand about Religious Health Assets in general?

e What theological issues emerge from this research, and how do we engage with

them?

In answering the above questions in the study, it was evident, based on the findings and
interpretation of the data collected from the field work, that health-seekers are agents of
their own health-seeking strategies, and that they make use of local knowledge and
wisdom to seek healing from FHPCs. FHPCs, in turn, make a contribution to the health
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and well-being of health-seekers in both “tangible and intangible™"” ways, and can rightly

' It is therefore important that policy makers in both

be called Religious Health Assets."
the Church and public health sectors draw on these assets in implementing effective

public health policies.

1.4 Research methodology

This empirical study involved questionnaire interviews that were undertaken with 100
worshippers who attend FHPCs in Ndola. The data that was collected from the research,
as presented in chapter 4, was analysed using the Statistical Programs for the Social

Sciences (hereafter SPSS).'? The findings that emerged from the data analysis were then

' Tangible in this dissertation refers to contributions that religion is making in visible ways such as
hospitals, medical personnel or drugs and intangible refers to contribution to health that cannot be
quantified or be visibly seen, such as prayer, encouragement or the preaching of God’s word.

! James Cochrane, “Deliberations on religion and religious health assets,” Afiica Religious Health Assets
Programme Annual International Colloguium: case study focus (Cape Town: ARHAP, 2005). p.21.

"2 The SPSS is a comprehensive set of programmes designed for use by social scientists which has easy-to-
use pull-down menus which make data analysis easy (see chapter 4, 4.2.4).



interpreted, as presented in Chapter 5 to help provide a coherent picture of the way in

which FHPCs may be considered a Religious Health Asset.

1.5 Geographic focus of the study

This research was conducted in the city of Ndola, on the Copperbelt Province of Zambia.
Ndola lies 321 kilometres north of the national capital city of Zambia, Lusaka. It is the
second largest city in Zambia and it is the headquarters for the Copperbelt Province. This

city was once economically vibrant as a result of the many industries in it.

Figure 2: Map of Zambia showing the geographical position of Ndola
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The figure above is the Map of Zambia. The position of Ndola indicated on the map

above.

However, the introduction of the Structural Adjustment Programme (SAP), resulted in
privatization, retrenchments and the closure of many manufacturing companies. The

other effects of SAP are the decline in “public health provision, education and




community services.”'? Therefore, many people in Ndola today are affected by
unemployment, poverty and the increase of diseases. The people of Ndola have been
victims of the burden of the country’s debt and poor economic decisions. As rightly
pointed out by Eade and Williams, “the burden of debt, economic recession and structural
adjustment policies have led to reduced health budgets, decline in health services, and
deterioration of health in poor countries.”'* This statement is true of Zambia as a country.

It is therefore from such a background that I write this dissertation.

Within Ndola, the research was limited to the following townships: Lubuto, Kabushi,
Chifubu, Twapia, Mushili, Ndeke, Masala, Chipulukusu, and in the city center of Ndola.

The research was conducted over a period of 4 weeks.
1.6 Summary of research findings

Based on the data analysis and interpretation of the research conducted among FHPCs’
attendants in the townships in Ndola, as presented in Chapter 4 and 5, below is a short
summary of the eight key research findings (presented in chapter 5) and the four

theological challenges that are identified in Chapter 6.

First, FHPCs provide a home for people in need of social networks.'” These networks
enable the people faced with much poverty, sicknesses and diseases and the impact of the
Structural Adjustment Programme, to have a sense of identity, belonging and purpose.

This in turn helps to support and provide life skills which promote health and well-being.

Second, people are attracted to attending FHPCs in Ndola because of the need for
wholistic healing. The preaching of God’s word, spiritual songs and prayers for physical

healing that the people receive are perceived to be a source of wholistic healing.

'3 African Religious Health Assets Programme, "Appreciating Assets: The Contribution of Religion to
Universal Access in Africa", Report for the World Health Organization (Cape Town: ARHAP, October
2006), p.62.

'* Deborah Eade and Suzanne Williams, The Oxfam Handbook of Development and Relief Volume 2
(Oxford: Oxfarm publication, 1995), p.627.

5 A social network is here used in the same context as social capital. This refers to social memberships and
relationships that people develop as a survival strategy.



Third, the emergence of FHPCs is related to poverty in Zambia. It is evident from the
research that FHPCs are addressing huge socio-economic needs in people’s lives within a

context of poverty, unemployment and the burden of sicknesses and diseases.

Fourth, FHPCs are contributing to health and well-being alongside other health providing
entities in Ndola. It can be observed from the research that FHPCs encourage people to

visit other health service providers such as hospitals and clinics.

Fifth, people who go to seek healing from FHPCs, receive healing through prayers,
anointing with oil, the preaching from God’s word and through spiritual songs. Based on
the research, it is clear that the people who go to seek healing from FHPCs perceive that

they do get healed. This healing is either instant or progressive.

Sixth, notable differences of FHPCs’ healing process as compared to other health
providing entities are personal care, free service and the absence of side effects. When the
administration of healing provided by FHPCs is compared to that of other health
providing services, it is interesting to note that most respondents feel that the
administration of healing offered by FHPCs is better than that which is offered by other

health providing services.

Seventh, worshippers at FHPCs display a strong sense of agency in their search for
health. It is evident from the study that amidst the many socio-economic challenges that
people are faced with in Ndola, they show great determination and persistence in their
health-seeking strategies, making use of local knowledge and wisdom to meet their health

and well-being needs.

Eighth, the contribution that this study makes to the ARHAP’s ongoing research is
identifying the FHPCs as a religious health asset. FHPCs are assets located within the
communities’ own religious framework. They contribute to the development of public
health and people have identified them as health assets from which they can draw support

and hope in times of socio-economic difficulties and health problems.



1.7 Summary of theological insights

The eight research findings in 1.6 above and the context of the study in Chapters 2 and 3
provide the basis upon which the four key theological insights in Chapter 6 are
developed. These theological insights help to contribute to the need for a contextual

theology on health, healing and well-being in Zambia and are summarized below.

First, the work of God (missio Dei) as healing is a challenge to the Church’s work
(missiones ecclesia). It is observed from the research that many people in Ndola live in
dehumanizing conditions that have led to comprising their God-given dignity and
integrity as people created in the image of God. This does however not mean that God is
absent in their suffering. God has been at work since the dawn of the creation of the
world to promote health and well-being. God has been promoting life through the giving
of laws that enable people to live godly lifestyles, through the life and ministry of Jesus
Christ and through the Church. This work of God in the work of healing is a challenge for
the Church today.

Second, we note the importance of the gathered community of faith, in terms of its
inclusivity and its worship, for healing and well-being. The study reveals that FHPCs are
inclusive and are committed to vibrant healing-focused worship during their services. The
importance of inclusivity among FHPCs is seen as contributing hugely to healing and
well-being in that people from various work, age, creed and educational backgrounds
meet together as one family in the body of Christ to pray and worship God. Also, the
mode of worship, (which comprises the preaching, liturgy, songs and rituals) among
FHPCs enables worshippers to go to church with much anticipation and enthusiasm, and

this is a challenge to other churches in the way they order their own church services.

Third, the Church is one partner amongst others in the work of healing, and in its unique
contribution it challenges others to think of health more holistically. The worshippers at
FHPCs see God as not limited to healing people through their churches only but that God
is committed to healing people through hospitals or clinics. This makes clear the fact that

all healing is God’s healing. The Church is therefore a partner amongst others in the work
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of healing and its uniqueness is the way it sees healing as holistic which is a challenge to

other health agencies that see healing from a physical perspective only.

Fourth, health cannot be divorced from a wider framework of God’s Shalom, which
provides a socio-political challenge to the Church. God’s framework of Shalom for the
world is broad and encases issues of health, the socio-economic and political aspects of
life. This then is a challenge for the FHPCs and the Church at large, not only to engage in
healing within their buildings, but to also prophetically challenge community, political
and civil society leaders to commitment towards service delivery to God’s people in poor

communities such as Ndola townships.

1.8 Structure of the dissertation

As explained above, this dissertation is a study of the impact of FHPCs on health-seekers
and the extent to which these churches could be understood as a religious health asset.

The dissertation proceeds as follows.

This chapter has provided the background to the study, the motivation of the research, the
research problem and the research objectives, and it has pointed to the eight key research

findings and four theological insights on issues raised in the dissertation.

Chapter two focuses on the causes and impact of the collapse of health provision in
Zambia. It draws from literature, the researcher’s own experiences as a Zambian and her
own observations during the field research in Ndola, to analyse the current state of health
and well-being in Zambia as a whole. It also identifies the causes and the impact of poor
health provision in Zambia, with a specific focus on the city of Ndola, on the Copperbelt

Province.

Drawing from the literature and the researcher’s own faith experiences within the
Zambian context, chapter three seeks to understand religion as a health asset. It deals with

the contributions that religious institutions/organizations/people make to public health in
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both tangible and intangible ways. The chapter also provides the ARHAP’s theoretical

framework which is used in this research to analyse the data.

Chapter four gives the research methodology applied to the study. It presents the process

applied to data collection and analysis.

Chapter five is an interpretation of the research findings presented in chapter four. This
chapter gives an interpretive discussion of the findings, and also explores both the
strengths and the weakness of FHPCs. It concludes with an analysis of what the research

findings imply to public health policy makers and ARHAP.

Chapter six presents four key theological insights that emerged from issues raised in this
dissertation. It discusses challenges that these insights present to the Church in Ndola and

Zambia.

Chapter seven is the conclusion of this dissertation.

1.9 Conclusion

This chapter presented the introduction, the background to the study, the research
problems and objectives, and the research methodology. The chapter also provided a
summary of the research findings on the impact of FHPCs in the area of health and well-
being amidst much poverty and disease in Ndola. It further highlighted four key
theological insights raised on issues emerging in the dissertation. Finally, the chapter

provided the structure of the dissertation.

The next chapter will analyse the poor health provision in Zambia. It will further look at
the causes and impact that such poor health provision has on the people in Zambia,
especially the poor. The chapter will also discuss the impact that HIV/AIDS, malaria and

tuberculosis have on health provision in Zambia, with a specific focus on Ndola.
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CHAPTER 2

ANALYSIS OF THE CURRENT STATE OF HEALTH AND WELL-BEING IN
ZAMBIA: THE CAUSES AND IMPACT OF POOR HEALTH PROVISION
AMONG ZAMBIANS

2.1 Introduction

The previous chapter provided a summary of this dissertation. This chapter will analyse
the current state of health and well-being in Zambia. It will discuss the causes and impact

of poor health provision in Zambia with specific attention given to Ndola.

Zambia has three health system components where people go to seek health and well-
being. These are hospitals and clinics run by (i) the government, (ii) religious entities and

(iii) private health providers.

The government has been the main health service provider, with clinics in almost all the
districts and a general hospital in each province. Biemba states that, “in Zambia, the key
players in healthcare are: Government through the Ministry of Health, the Church
through the Churches Health Association of Zambia and directly through the church
congregational activities, the non-governmental organizations and community-based
organizations, the private for-profit sector, and last but certainly not the least are the
traditional health practitioners and faith healers.”'® However, it must be pointed that
although the government is the main health provider in Zambia, the government health
system has been unable to provide quality health services due to the economic decline

and the impact of poor health policies.'’

There has been a policy of user fees affected in the government health system due to the

Structural Adjustment Programme. However, in the recent years, the government has

'® Godfrey Biemba, “Value-Added and Invisibility of Religious Health Assets,” Churches Association of
Zambia, accessed 2/5/2007. <http://www.arhap.uct.ac.za/conceptps/biemba.doc>

' Evaristo Mambwe, The Challenge of Poverty for the Church in Zambia: A response to the effects of the
Structural Adjustment Programme (Masters Thesis University of Natal, 2002), p.34.


http://www.arhap.uct.ac.za/conceptps/biemba.doc
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realized the impact that user fees have had on the poor people in Zambia, and they have
instituted a regulation that exempts some people from paying these fees. The people
exempted (most of such people do not even know about this exemption) are patients
under the age of 5 years or over 65 years old, patients needing immunization, antenatal,
pregnancy, birth or postnatal care and family planning services.'® The other category of
people who are exempted from paying user fees are those who have tuberculosis,

HIV/AIDS, sexually transmitted diseases, cholera, high blood pressure and diabetes."’

Apart from the government health institutions, there are several religious health
institutions run by Christian and Muslim groups. These health institutions are mainly
operating in rural areas.”” Biemba observes that, “the church provides 30% of overall
healthcare and approximately 60% of rural health services.” A number of these
Christian health institutions have good medical facilities and qualified staff because of
the substantial financial and material support they receive from medical mission boards

over seas.n

Other than the government and religious health institutions, Zambia has a growing
number of private health providers. These health providers exist outside the government
sector, with the aim of providing medical treatment of various diseases for profit. It must

be stated that;

During the 1970s private for-profit hospitals were banned in Zambia. Although
this ban was lifted in 1991, by 1994 there were only two private hospitals, both of
which were in urban areas. Private clinics were always allowed and by 1994 there
were 150 such clinics, all in urban areas. The distribution of private facilities
reflects demand factors such as higher cash incomes. It also reflects the
distribution of government doctors, as many private institutions are staffed by
doctors who also hold full-time government jobs.>

'8 Erik Blas and Me Limbambala, “User-payment, decentralization and health service utilization in
Zambia,” Health policy and planning (Oxford: Oxford University Press, 2001), p.21.

' Besinati Mpepo Phiri, The path away from poverty: p. 9.

“° Rural areas in this dissertation refers to countryside settlement where there is not much government
infrastructure and are further away from the city/town with municipality services. Urban areas are places
serviced by the municipalities. These are settlements in the inner city or towns.

2l Godfrey Biemba, “Value-Added and Invisibility of Religious Health Assets,” accessed 2/5/2007.

2 Godfrey Biemba, “Value-Added and Invisibility of Religious Health Assets,” accessed 2/5/2007.
 Julia Moorman, “The Public Private Mix and Reproductive Health in Africa: Women's Health Project
(Johannesburg: University of the Witwatersrand, 2003), unpublished, p.16.
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This situation makes clear that most of the private health providers in Zambia are
concentrated in the urban area where people can pay for the medical services they
provide; and because they are usually profit driven, not all of them provide quality health

care and treatment.**

In the last two decades, Zambia has experienced much decline in health provision. The
burden of both communicable and non-communicable diseases in the nation and in
households has continued to grow. Many people are either sick or nursing a sick family
member or relative.”® The death rate has also risen as a result of HIV/AIDS, malaria and
tuberculosis to an extent that life expectancy in Zambia has dropped from about 50 years
in the years between 1980 to 43 years in 1998.% to an alarming 37 years in 2005. " The
three diseases, HIV/AIDS, malaria and tuberculosis have continued to negatively impact
the country’s national economy and people’s livelihood strategies in both urban and rural
areas. In response to the high death rate in Zambia, the government, non-government
organizations and faith-based organizations have been implementing several programmes
to reduce the causes and impact of these diseases, but there has been very little positive
change achieved. Most programmes initiated by the government have yielded little
impact because of minimal funding for health programmes, poor management and
corruption in the award of contracts to pharmaceutical companies and other government

development and maintenance partners.”®

In 1992, the Zambian government initiated the health reform programme and diversified
the running of the health system through the Central Board of Health.”” This was started
with the aim to reduce bureaucracy, speed up decision-making processes with regard to

health service provision and improving the management and smooth running of public

24 Julia Moorman, “The Public Private Mix and Reproductive Health in Africa, p.16.

% Lori Bollinger and John Stover, The Economic Impact of AIDS in Zambia: Policy project report (Lusaka:
Group International, 1999), p.4.

% Alick Dunken, “Drivers for pro-poor change: an overview,” p.24.

?7 Jesuit Centre for Theological Reflection, Parallel Report economic, social and cultural rights in Zambia
(Lusaka: Catholic Secretariat, Zambia, March 2005), p.14.

** Besinati Mpepo Phiri. The path away from poverty: p.3

% Erik Blas and Me Limbambala, “User-payment, decentralization and health service utilization...”, p.21
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hospitals and clinics.”® Following this, the government also initiated the District Health
Management Boards in 1995 with the aim to decentralize the health sector and promote
autonomy at district level, unlike having the central administration done at the Ministry
of Health in Lusaka.’' It must be pointed out that the formulation of policies with regard
to health and monitoring remained with the Ministry of Health headquarters in Lusaka. In
these health reforms a lot of money from the donor community, such as the International
Monetary Fund, was budgeted for and spent in setting up administrative offices and
personnel.”® Unfortunately, despite the money that was spent in setting up the District
Health Management Boards, this system failed to deliver quality health to the people of
Zambia and the government reverted to the old central system of administration.”® This is
a clear indicator of how government programmes to provide quality health to the people
have failed and the result of this problem has been that “there is more sickness in Zambia

than there is health.”**

There are other initiatives the government has embarked on in trying to improve health
provision and health services in both rural and urban Zambia. One of such initiatives has
been through the Poverty Reduction Strategic Plan, (PRSP). In this programme of action,
the following priorities have been put in place,

e combating malaria through mosquito control, preventive programmes,
treatment,

e combating the HIV/AIDS pandemic, tuberculosis, and all other sexually
transmitted diseases through treatment and creating awareness,

e having an integrated approach to reproductive health which includes family
planning, antenatal, postnatal and other areas that have to do with women and

pregnancy.
Despite the funding from donor agencies and the many workshops that are being held to
plan and put up strategies for addressing the poor health provision and control of diseases
in Zambia, very little is being achieved on the ground. Cynical observers suggest that
much of the money has been spent on holding workshops and purchasing expensive

vehicles for people involved in the Poverty Reduction Strategic Planning. The sad thing

% Erik Blas and Me Limbambala, “User-payment, decentralization and health service utilization...,”p.21
! Evaristo Mambwe, The Challenge of Poverty for the Church in Zambia:, p.34

32 Evaristo Mambwe, The Challenge of Poverty for the Church in Zambia, p.34

3 Evaristo Mambwe, The Challenge of Poverty for the Church in Zambia, p.35

3 Besinati Mpepo Phiri, The path away from poverty: p. 9.

** Besinati Mpepo Phiri, The path away from poverty: p.10.
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is that people in both rural and urban areas continue to be deprived of their human rights
to good health provision; and as noted above HIV/AIDS, malaria and tuberculosis
continue to account for a large percentage of deaths in both rural and urban areas.
Therefore, HIV/AIDS, malaria and tuberculosis have been identified in this dissertation
as the major causes of death in Zambia. These three diseases have also impacted
negatively on the city of Ndola. People in Ndola die everyday from HIV/AIDS, malaria

and tuberculosis as will be explained in detail below.
2.2 HIV/AIDS, malaria and tuberculosis in Zambia

HIV/AIDS, malaria and tuberculosis have been identified as three of the most important
killer diseases globally, and they constitute one goal of the eight Millennium
Development Goals. Goal six is: “To combat HIV/AIDS, malaria and other diseases.”
This is very important in Zambia where the rate of infection with HIV/AIDS, new
malaria cases and the transmission of tuberculosis from one person to other is huge and
continues to impact negatively on most Zambians as noted above. Drawing on the
literature, this section will therefore show how that these three diseases have negatively

affected Zambia as a nation.
2.2.1 The problem of HIV/AIDS

Since the diagnosis of the first HIV/AIDS case in Zambia, in 1984,%7 the number of
people infected and affected with HIV/AIDS has continued to increase. Government and
non-government HIV/AIDS activists have come up with a slogan which states that,
“there is no household in Zambia that has not been affected by the HIV/AIDS
pandemic.”® The impact of HIV/AIDS has been felt by most Zambians in many ways.

3 United Nations, “UN Millennium Development Goals,” accessed 04/05/2007.
<http://www.un.org/millenniumgoals/>

3 Dorothy Chanda and Davina J. Gosnell, “The impact of tuberculosis on Zambia and on the Zambian
Working Force,” Journal of Issues in Nursing, Vol. 11 No. 1 (2004), p.4

% Besinati Mpepo Phiri, The path away from poverty: p.15.


http://www.un.org/millenniumgoals/
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The statistics below, provided by the Zambia National Aids Alliance,” clearly show the

impact of HIV/AIDS on Zambians.

More than a million Zambians are now living with HIV and an estimated 300
more people are infected daily. In 2004 the national prevalence rate was
15.6%. Prevalence rates among young women between the ages of 15 and 24
are 3.5 to four times higher than in young men of the same age group. More
than twice as many people in urban areas (23%) are infected than in rural
areas (11%). An estimated 25% of pregnant women are living with HIV, and
40% of babies born to these women are also infected. Zambia has nearly 1.2
million HIV/AIDS orphan children.*’
The statistics above are an indication of how HIV/AIDS is one of the leading causes of
death in Zambia. It is currently estimated that more than 50% of the beds in most
hospitals in Zambia are occupied by people who are ill with HIV/AIDS related diseases."’
The sad fact is that most people who are dying of HIV/AIDS-related illnesses are bread-

winners and this means that a great many households are affected.

Clearly then, many people in Ndola, like the rest of the country, have been hugely
affected by HIV/AIDS. A survey conducted by the Tropical Disease Research Centre in
Ndola revealed that 22.7% people in Ndola are living with HIV/AIDS.* Young adults in
Ndola, between the age of 15 and 29 have been the most prone to HIV/AIDS and 29% of
people in this age group are living with HIV/AIDS.* HIV/AIDS has created a problem of
street children, teenage prostitution and crime. A number of young people in Ndola who
have lost their parents to HIV/AIDS have ended up on the streets begging. Some of them

have resorted to prostitution and criminal activities.

3% The Zambia National Aids Alliance is an NGO which operates as an umbrella body for smaller NGOs
involved in HIV/AIDS preventive, care and treatment programmes.

4 Zambia National Aids Alliance, National report on Zambia, accessed 15/12/2007.
<http://www.aidsalliance.org/sw7211.asp>

! Avert International, “The Epidemic and its Impact.” Accessed 17/1/2007.
<http://www.avert.org/aids-zambia.htm>

2 Central Board of Health, Antenatal Clinic Sentinel Surveillance of HIV/ Syphilis Trend in Zambia
(Lusaka: Ministry of Health, 2002) p.44.

43 Central Board of Health, Antenatal Clinic Sentinel Surveillance of HIV/ Syphilis, p.44.


http://www.aidsalliance.org/sw7211%20.asp
http://www.avert.org/aids-zambia.htm
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2.2.2 The problem of malaria

Malaria in Zambia is a killer disease and claims roughly 50, 000 lives each year,
especially those of young children and pregnant women."* Many people in Zambia die as
a result of malaria each day in both rural and urban areas, and especially in high malaria
infested areas such as fishing camps and swamps. Statistics show that almost 50 percent
of deaths in Zambia, more so in rural areas, are as a result of malaria.® It is sad to point
out that malaria was almost eradicated in Zambia from early 1976 to 1984, but the
problem of HIV/AIDS has led to much funding meant for malaria-control being diverted
to the fight against HIV/AIDS.*® There has been an evident rise in malaria cases from the
time the first HIV/AIDS case was diagnosed in Zambia in 1984.%*” Malaria has therefore

become one of the major causes of death in Zambia in both the rural and urban areas.

The government, in partnership with the World Health Organization and other donor
agencies, has of late re-introduced programmes to reduce malaria cases in Zambia,
especially in the rural areas. They have introduced new malaria drugs, chemically treated
mosquito nets (which are usually given free or sold at a very low price) and an extensive
malaria-testing programme on pregnant women. These programmes have to some extent
helped to reduce the rates of deaths with malaria although people are still dying on a daily

basis.

Most townships in Ndola are hugely affected by malaria; especially the townships
covered by this research; Lubuto, Kabushi, Chifubu, Twapia, Mushili, Ndeke, Masala
and Chipulukusu. Sanitation in these townships has been neglected by the local municipal
council and as such there are ponds full of stagnant water which serve as breeding places
for mosquitoes.*® The situation becomes worse when it is the rainy season. Many

drainage channels get blocked with uncollected garbage and drains become ponds which

* Malama Muleba, Africa fighting malaria, “Plans to reduce Malaria in Zambia by 75 percent, accessed
21/3/2007. <http://www africafihgtingmalaria.htm>

* Malama Muleba, Africa fighting malaria, accessed 21/3/2007.

*© Malama Muleba, Africa fighting malaria, accessed 21/3/2007.

*7 Malama Muleba, Africa fighting malaria, accessed 21/3/2007.

*® The Times Reporter, “Water Firm under Fire,” in The Times of Zambia, (Ndola: Printpak Limited,
August 27 2004), p.2.


http://www.africaflhgtingmalaria.htm
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in turn are breeding grounds for mosquitoes, as observed above. This situation leads to

many mosquitoes and contributes to the growing problem of malaria in Ndola.

2.2.3 The problem of tuberculosis

Zambia is one of the countries in Africa that has a high rate of tuberculosis cases.”’
Despite the fact that this disease is curable and can be controlled, many people get
infected with tuberculosis on a daily basis and some die of this disease. Chanda and
Gosnell observe that there has been a drastic increase in tuberculosis cases in the last 10

years as stated in the statistics below.

In 1964, Zambia had a TB prevalence rate (number of cases present in a specific
population at a specific time, or case rate) of approximately 100 cases per 100,000
persons. That figure remained constant for the next 20 years. The first case of
Human Immunodeficiency Virus/Acquired Immune Deficiency Syndrome
(HIV/AIDS) in Zambia was diagnosed in 1984. Between 1984 and the present,
the prevalence of tuberculosis has risen dramatically. In 2004, the case rate of TB
was 450 cases per 100,000 and in 2005 is agproaching 500 cases per 100,000. The
mortality rate is 88.7 per 100,000 persons.’

It is clear from the statistics above that the rates of tuberculosis infection in Zambia are
very high and that many people are dying as a result of this disease. Having lived and
worked in Ndola, where there is one of the largest hospitals in Zambia along with the
Flying Doctors’ Clinic (which now almost specializes in treating tuberculosis) and as a
church pastor’s wife, I have noted that there is much ignorance about tuberculosis among
people in Ndola. There are many reasons that have led to the dramatic increase of
tuberculosis cases. First, there has been, a lack of sensitization and education on
tuberculosis, especially in Ndola rural where some people do not understand how this
disease is transmitted. Many people in rural areas still believe that tuberculosis is as a
result of witchcraft, and they spend time nursing tuberculosis patients without putting in
place precautions to protect themselves from catching this deadly disease. Second, there

has been few educational programmes offered in clinics such as the Directly Observed

* Dorothy Chanda and Davina J. Gosnell, The impact of tuberculosis on Zambia, p. 4
%% Dorothy Chanda and Davina J. Gosnell, The impact of tuberculosis on Zambia, p. 4 -5.
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Treatment,”' (hereafter DOTS), there has not been much work done in educating the
masses. The levels of knowledge and compliance to tuberculosis treatment and
knowledge through the DOTS has not proved very effective as revealed in a research

statistics stated below;

A household-based survey was conducted in six randomly selected catchment
areas of Ndola, where 400 out of 736 patients receiving TB treatment within the
six months period...The common reason given for stopping treatment by both
the compliant and the non-compliant patients was that they could not continue
with the medication when they started feeling well (45.1% and 38.6%),
respectively. Meanwhile, other reasons given by compliant patients were lack of
knowledge on the benefits of completing TB course (25.7%), TB drugs too
strong (20.1%) and lack of food in the home (11.4%). Similarly, the non-
compliant patients mentioned running out of drugs at home (25.4%)...as
reasons for stopping.””

The statistics above clearly show a lack of knowledge on tuberculosis and a lack of

understanding on the implication of non-compliance to tuberculosis treatment.

Third, there is much stigma around tuberculosis in the Church and in the community as a
whole.”® Many people believe that tuberculosis is a symptom of HIV/AIDS. Therefore,
when one has tuberculosis, they are thought of as having HIV/AIDS even if these two
diseases are clearly distinct. Based on much stigma and fear of being diagnosed with
HIV/AIDS, there are very few people who go to health centres to be tested and treated for
tuberculosis in Ndola. Therefore tuberculosis is a disease that threatens the well-being of

many people and has had a negative impact on most households.

Three major diseases that threaten the well-being of most Zambians have been pointed

out. It is important to observe that there are other diseases such as cholera, mental

3! The Directly Observation Treatment is a standardised methods for tuberculosis detection, management,
monitoring and also entails that medication is taken while the care provider is observing the patient
swallowing the drug at home. This initiative is a World Health Organization program aimed at combating
the problem of tuberculosis, (see Fredrick Kaona. “An assessment of factors contributing to treatment
adherence and knowledge of TB transmission among patients on TB treatment (Ndola: Mwengu Social and
Health Research Centre, 2004) p.3.)
52 Fredrick Kaona, “An assessment of factors contributing to treatment adherence and knowledge of TB
transmission among patients on TB treatment” (Ndola: Mwengu Social and Health Research Centre, 2004)
il
5 Fredrick Kaona, “An assessment of factors contributing to treatment adherence and knowledge of TB
transmission among patients on TB treatment,” p.4.
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illnesses, bilharzia and the like, that also impact on the well-being of most Zambians, but

the three mentioned above are currently the major causes of death.
2.3 The causes and impact of poor health provision in Zambia

It has been made clear in the previous sections of this chapter that Zambia is a nation
hugely impacted by sicknesses and diseases. It is important to note that the standards of
health provision and health services have continued to go down in most government
hospitals and clinics. These health institutions are now turning into centres where people
go to die rather than being places where people could receive healing and well-being.
There are several reasons that have led to the poor health provisions in most government
hospitals and clinics, and there are also several reasons why most people in Zambia are
not able to access good health provision. We now turn to examine some of these reasons
that have led to poor health provision and a lack of access to good health provision in

Zambia.
2.3.1 The problem of poverty™*

Despite its vast land and huge water reserves, Zambia is one of the poorest countries in
Africa. Poverty in Zambia is wide-spread and traceable through the living conditions and
the poor quality of health among most Zambians. As a result of the country’s bad
economy, there are very few clinics and hospitals that have been built in the last decade
by the Zambian government, and as such the burden of disease has continued to impact
on the country’s economy and the well-being of most people.™ It is important to point out
that very few hospitals and clinics have been built since 1990 and that those that were

built by the colonialists and during the years between 1964 to 1989, have no proper

3% Poverty in this dissertation refers to human poverty that has to do with low life expectancy, lack of
decent education, and poor access to basic needs, such as secure food supply, health care, education, water,
sanitation and housing. Rural Poverty Portal, see
<http://www.ruralpovertyportal.org/english/regions/africa/zmb/index.htm> (accessed 05/09/2007).

53 Julius Thonvbere, Economic Crisis, Civil Society and democratization: The case of Zambia, Africa
(Asmara: World Press, Eritrea, 2005).


http://www.ruralpovertyportal.org/english/regions/africa/zmb/index.htm
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communication systems, and lack essential drugs and ambulances which the poor in rural

areas could utilize to access good medical services.”®

Zambia has also been affected by the problem of unemployment.”” This problem has been
at its highest since 1991. The problem of unemployment has to a large extent been
caused by poor economic policies that were implemented through the World Bank and
the International Monetary Fund. These policies, commonly known as the Structural
Adjustment Programme, (SAP) led to the privatization of a number of companies in
Zambia leading to a number of people being retrenched by the new owners of the
companies which were privatized. Therefore, the impact of poverty among most

Zambians is huge and affects many people as stated by Phiri in the quotation below.

It is estimated that 73% of Zambians live below the poverty line and that 71%
of Zambians today live in abject poverty. Because of the much poverty in
Zambia, many people are prone to sicknesses and disease. Most women are
involved in prostitution as a survival strategy. *

To add to Phiri’s observations it is important to state that findings based on the research
conducted by various organs of civil society in Zambia revealed that the life expectancy
has dropped to an average of 37 years, while the infant mortality rate is currently as high
as 112 per 1000 children born and that, of all the children that survive death at birth, 23%

of these children living in towns and cities are undernourished.”

The Zambia Enrolled Nurses in the rural part of the North Western
Province of Zambia also conducted research to determine the extent and impact of
poverty in the area. It was revealed in their research that 47% of all the children in
Mwinilunga and the surrounding villages are stunted because of poor diet and unhygienic
conditions, and that 43% of these children are underweight due to undernourishment and

poor living conditions.*’

*® International Monetary Fund Report on Zambia, “Enhanced Structural Adjustment Facility, Policy
Framework Paper, (Lusaka: 1999-2001), p.21.

*7 Evaristo Mambwe, The Challenge of Poverty for the Church in Zambia, p.21.

58 Besinati Mpepo Phiri, The path away from poverty: p.3.

% Jesuit Centre for Theological Reflection, Parallel Report economic, social and cultural rights in Zambia,
p. 14.

® Julius Thonvbere, Economic Crisis, Civil Society and Democratization: p.194.



23

The city of Ndola, where I have lived all my life, has also been affected by high levels of
poverty like the rest of Zambia. This has led to a situation where people are turning to
crime, prostitution and street trading as a means of survival. Ndola used to be one of the
cleanest cities in Zambia, but because of street trading it has become littered all over.
Many people in Ndola survive on buying and selling of food on the main streets of the

city.

Based on the above facts, it can be observed that the problem of poverty in Zambia is
huge and accounts for many untimely deaths and the bad health situation which most

people are currently experiencing.

2.3.2 Expensive medical services

There are many people in Zambia who would want to seek good medical attention from
privately-run hospitals and clinics, but cannot do so because it is very expensive. It is
only a few people who are able to pay for such health services provided by private
practitioners. The introduction of user fees in government hospitals and clinics (which
have recently been abolished in government rural health centres) has also contributed to
much sickness and disease because people living in abject poverty cannot afford to pay
these user fees and they stay away from seeking professional help whenever they are

sick.®!

It is important to also point out that those people who manage to pay user fees to attend
government clinics and hospitals do not receive essential drugs because they usually are
not available and they are given prescriptions so that they could buy medicines from
private drug stores.”” During my visit to some clinics and the hospitals in Ndola and
through my day-to-day life experiences with the people in townships, I observed that

many people who get prescriptions are not well informed about medicines, and they go to

' Alick Dunken et al. Drivers for pro-poor change: an overview, p.25.
2 International Monetary Fund Report, Zambia, “Enhanced Structural Adjustment Facility,” p.14.



24

buy prescribed drugs from illegal drug stores which are usually operated by untrained

pharmacists who often sell either expired drugs or advise patients wrong dosages.”

The impact of expensive medical services is evident in Ndola, especially in townships
where most people live in abject poverty. Ndola, once a vibrant city economically is one
of the cities with the highest rate of HIV/AIDS infections, high cases of malaria and

i . 64
tuberculosis in Zambia.®

Clearly then, expensive medical services have had a huge impact on most Zambians who
are unable to pay for health services. It is evident that only people with money are able to
pay for good health services and this has led to a situation where only the rich have

access to good health services.
2.3.3 Dilapidated infrastructure and poor community services by government

Much infrastructure such as roads, public buildings and recreation centres are dilapidated
in Zambia. The road network is poor in many towns and rural areas in Zambia. In some
rural and urban areas roads are impassable as a result of huge potholes, and this makes it
difficult for medical services such as ambulances, mobile clinics and professional
medical people to travel to rural or peri-urban areas and provide medical services.”” In
peri-urban® areas and some urban areas, potholes on some national roads make it
difficult for people from rural areas to travel and have access to good health institutions

; 5 7
such as hospitals and clinics.’®

% Gerry Nkombo Muuka, Zambia’s SAP— A response to Sam Okoroafo's Paper: "Managerial Perceptions
of the Impact of Economic Reform Measures on the Economic Reforms and Firm Performance in
Restructuring Economies: A Comparative Assessment, accessed 23/2/2007.
<http://www.ewp.rpi,edw/jbdn/Ibdnv101.htm

* Central Board of Health, Antenatal Clinic Sentinel Surveillance of HIV/ Syphilis, p.44.

% Department for International development. Zambia: Country Assistance Plan (Department for
International Development, London, 2004), p.4 -5.

% Peri-urban areas in this dissertation refer to location where there are less government infrastructures, less
municipality services and near to a city/town. See Andreas Schmidt, BORDA Cooperation Office SADC,
Lesotho, accessed 05/09/2007 < http://www.borda-sadc.org/modules/news/article.php?storyid=6 >

%" Department for International development. Zambia: Country Assistance Plan, p.5


http://www.ewp
http://www.borda-sadc.org/modules/news/article.php?storyid=6
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Other than poor roads, there is also a problem of poor sanitation in most towns in Zambia
with many people living in very unhygienic environments. The municipal councils no
longer provide quality services and this has led to many people being deprived of safe
drinking water. Research conducted by the Jesuit Centre of Theological Reflection
revealed that about 49.1% people in Zambia have no access to safe water and that up to

50.9% of Zambians in rural areas have no access to safe drinking water.**

The problem of good drinking water is huge in Ndola, especially in the townships where
this research was conducted. As a resident of Ndola, I observed that in Mushili
Township, people drink water that comes from a dam and is not properly treated. There
are times when one is able to trace dead insects in water coming from the tap. The lack of
good sanitation and safe drinking water has led to the problem of constant cases of
diarrhoea, typhoid and cholera in Ndola and other parts of Zambia.*”” As a result, many
people die of cholera during the rain season. Such unhygienic conditions, in which most
Zambians find themselves in, have led to the problem of poor quality of health due to

much disease-causing germs.

2.3.4 The problem of the brain-drain in the health sector

Zambia has in the past 20 years experienced a great brain-drain, especially in the medical
field. A large number of experienced, qualified and professional medical people and
those in other fields such as engineering, education and accountancy, have left the
country and gone to seek better work conditions in other countries such as South Africa,
Botswana or the United Kingdom. The medical field has been the most affected by such
migration.”” A survey conducted by a Mail and Guardian Journalist from South Africa
revealed that there are some clinics in the rural areas of Zambia where they only have one
nurse who works as a pharmacist, a doctor and a midwife.”' Another survey conducted by

the Catholic Secretariat in Lusaka found that the problem of brain-drain in the medical

% Jesuit Centre for theological reflection, parallel report economic, social and cultural rights, p. 14.

% Times Reporter, “Blocked Ndola sewer pipes raise concern,” in Times of Zambia Newspaper (Ndola:
Printpak Limited, January 2005), p.3.

70 Jesuit Centre for theological reflection, parallel report economic, social and cultural rights, p.23.

™! Caroline, Hooper-Box. “African brain drain,” Mail and Guardian Newspaper, 05 September, (South
Africa, 2006). See also Nomusa, Maunga, . “Shortage of Health Staff Worries Chituwo,” The Post
(January 27, 2005), p.3.
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field has immensely contributed to the poor health provision in Zambia.” It was revealed

in the findings of this research that most health centres have a problem of low staffing.”

The problem of low staffing also affects hospitals and clinics in Ndola. I observed that in
some clinics in Ndola, there were only two to three nurses with one clinical officer at the
clinic attending to over a 100 (one hundred) patients. These nurses have to spread
themselves out to attend to patients suffering from various diseases, right from bandaging

people with wounds to delivering babies.

Given all this, it is concluded that the problem of brain-drain in the medical field has
hugely affected the quality of health provision in Zambia. The few doctors and nurses in
most government hospitals and clinics are over-burdened with the load of work they have
to do each day. This does not only frustrate them but also causes them to compromise the

quality of health they have to provide to the people.
2.4 Conclusion

This chapter has provided a clear picture of the problem of health and well-being in
Zambia with specific attention given to the city of Ndola. The chapter has identified
poverty, expensive medical provision, dilapidated infrastructure and the brain-drain in the
health sector as some of the key factors that have led to such a situation of poor health

provision in Zambia.

Based on the facts that the chapter has provided, it could be concluded that health in
Zambia has become a right for people who are able to pay for it.”* Those who are poor
and cannot afford to pay for good health services have mostly ended up providing
medical help to members of their families in their houses or go to traditional healers, who
are now raising their fees because of the growing demand for their services. There are

others who have turned to FHPCs to seek prayers for healing.””

7 Jesuit Centre for theological reflection, parallel report economic, social and cultural rights, p.23.
7 Jesuit Centre for theological reflection, parallel report economic, social and cultural rights, p.23.
™ The World Council of Churches, “Breaking the silence,” Contact Magazine 169 (2000), p.23.

7> Besinati Mpepo Phiri, The path away from poverty: p.9.
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The next chapter will give the Zambian context of religion, health and healing. It will
also seek to examine the interface between religion and health. Based on some of the
research and theory-building that has been undertaken within ARHAP, this chapter will

be answering the question as to whether religion could be considered as a health asset.
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CHAPTER 3
UNDERSTANDING RELIGION AS A HEALTH ASSET
3.1 Introduction

The last chapter drew our attention to the current situation with regards to health
provision in Zambia. It also noted that most public hospitals lack essential drugs, have
few medical personnel and also lack proper facilities to provide good medical services.
Infrastructure such as roads from rural communities to some health centres are poor and
people in these areas cannot easily access medical services. As a result of this poor health
situation, many people are now turning to alternative health providers, many of which are
religious in nature, to seek health and well-being. This chapter will therefore seek to

understand religion as a health asset.

When one observes day-to-day life in Africa, it is no hidden fact that religion plays a
huge role in public life and in households.”® Generally, people in Africa are religious and
religion is part of their way of life. This leads to a situation where the decisions they
make on a day-to-day basis are based on their religious beliefs and convictions.”” It could
therefore be surmised that religion has a direct impact on people’s career choices,
livelihood and health-seeking strategies. The impact that religion has on most people in
countries like Zambia is also evident on the days of worship, such as Saturday or Sunday.
People take time to go to a place of worship like a church, a mosque or a traditional
shrine to seek spiritual, emotional and physical health and well-being. In these places,
they receive the eucharist, prayers and listen to spiritual songs which mould their moral
and social lives in such a way that religion becomes a benchmark in what ever they do or

act upon.

’® African Religious Health Assets Programme, "Appreciating Assets: The Contribution of Religion to
Universal Access in Africa", p.123-124.

" African Religious Health Assets Programme, "Appreciating Assets: The Contribution of Religion to
Universal Access in Africa,"p.124





