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General Conclusion 

In conclusion, I summarise the most salient findings in light of the thesis’s central and sub-

questions. I further discuss the importance of hospital ethnography as a tool for understanding 

religious coexistence and suggest how this concept could be explored through the lens of 

hospital ethnography in future studies. 

As indicated in the introductory chapter, Soares (2016, p. 676), has argued that earlier studies 

(Sanneh, 2015, 1996; Hock, 2004; Von Sicard, 2007; Kukah, 2007) on religious coexistence 

have cast the relation in a binary dichotomy of peaceful versus conflictual. Largely coming 

from the fields of missiology and theology, such studies have focused on coexistence in generic 

and normative ways, rather than exploring actual practices of coexistence. This is important in 

order to understand how people live with their differences in an everyday and pragmatic 

manner (Meyer, 2024, p. 2; Janson et al., 2024, pp. 1-2; Soares, 2016, 2006).  

To research actual modalities of coexistence is the prime aim of the Madina project, of which 

this dissertation is part. I undertook the ethnographic research on which this thesis is based to 

examine how Muslim clients and patients in pursuit of their health challenges relate to Christian 

health providers in everyday encounters. Furthermore, health issues and health-seeking 

produce specific dynamics in bringing people together and reinforcing coexistence, in that 

many people seeking health for their health challenges in Madina are most often pragmatic 

rather than dogmatic. Thus, the central question for the study was: How does an ethnographic 

study of health-seeking by Muslims in a Christian-managed health facility, Pentecost Hospital 

in Madina, expand/inform and contribute to academic discussions on the practice of everyday 

religious coexistence within a religiously and ethnically plural urban setting?  

The above central question has been segregated into sub-questions, which were addressed in 

the subsequent chapters. The first sub-question, addressed in Chapter One, was: What is the 

status of Ghana’s healthcare delivery system, and what is the role of religious bodies in health 

provisioning within a secular constitutional arrangement? In examining the status of the 

healthcare delivery system in Ghana, I showed that the healthcare delivery system is pluralistic, 

consisting of public, private, and traditional or indigenous health facilities. I showed that the 

Ministry of Health is responsible for formulating, regulating, coordinating, and monitoring (the 

implementation of) health policies. In doing so, I demonstrated that the primary goal of the 

Ministry of Health (MoH) is to have a healthy population for national development. I showed 

that while great strides have been made in the health delivery system in Ghana, it is also 
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challenged with several issues, such as regulatory inadequacies due to insufficient personnel, 

failing logistics, and funding constraints. The overall consequences of these challenges are a 

rather heterogeneous system characterised by sub-standard practices in some health facilities. 

I further indicated that government funding for health in Ghana has declined from 12% to 6% 

between 2012-2018. This challenge also poses a threat to public health for ordinary Ghanaians. 

Besides the above challenges, I showed that the state policy document The Health Sector 

Medium Term Development Plan (HSMTDP 2022-2025) of the MoH outlines challenges such 

as inequitable distribution of human resources for health, inadequate infrastructure, logistics, 

equipment, and sub-optimal quality of care at all levels of the health delivery system.  

I explained that private participation in the healthcare delivery system is indispensable for the 

ministry to achieve its goal and minimise its challenges. The private healthcare delivery system 

is categorised into self-financing, that is, for-profit, not-for-profit, and mission or faith-based 

facilities. I explained that the Pentecost Hospital operates within the context of health 

provisioning by faith-based organisations. 

I further discussed the Christian Health Association of Ghana as an amalgamated grouping of 

all Christian health facilities in Ghana. Indeed, the CHAG is the second largest provider of 

health services and contributes between 30% and 35% of the total health needs of the 

population of Ghana. I pointed out that the main aim of the formation of the CHAG was to 

encourage and promote the highest Christian standards in medical care for the citizens of 

Ghana. I further indicated that the mission of CHAG, as shared by its institutional members, is 

88‘to promote the healing ministry of Christ and to be a reliable partner in the health sector in 

providing the health needs of the people of Ghana in fulfilment of Christ’s mandate to heal the 

sick’. The core values of CHAG and its member institutions are ‘having a Christian identity’, 

offering ‘an option for the poor and marginalised’ and adopting a ‘holistic healthcare approach 

to resolving health challenges’. These are essential pillars in understanding the workings of the 

CHAG and its member institutions in providing health services to the patrons who patronise 

their health facilities. The implications for health delivery under such a model are the creation 

of moments of tension between the patients visiting these facilities and the managers, as I 

demonstrated from the standpoint of the Pentecost Hospital.  

I pointed out that, unlike the CHAG, there is no unified body for Muslim health providers in 

the health delivery space in Ghana. I further showed that within the La Nkwantanang-Madina 

                                                           
88 https://chag.org.gh/vison-mission/ 
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Municipality, the healthcare options available to residents were the Madina Polyclinic (the only 

public health facility in the municipality), several for-profit health facilities, two faith-based 

health facilities, and a wide range of traditional health facilities. I indicated that the private-for-

profit fees deter many residents from patronising their services. This situation has left many 

residents to depend on the indigenous and mission facilities for their healthcare needs. My 

research revealed that the Islamic health facility in the municipality offers limited healthcare 

services to its clients. It has a general practitioner (GP) and a retired nurse providing services 

to potential clients. This shortfall in the provision of allopathic services in the municipality has 

made the Pentecost Hospital the go-to place for residents within the municipality. This situation 

affirms the position made by the president of the Ghana Catholic Bishops’ Conference in 2017 

to the effect that health service provisioning by the Christian religious groups in Ghana is 

recognised as the second largest provider of health services in Ghana, with about 30% to 35 % 

share of health service output. He indicated that collectively, the Christian health providers 

have offered health, healing and hope to millions of people, including mothers, children, the 

aged and the disabled. This status, recognised by the state, makes the CHAG a very powerful 

organisation in the health delivery space in Ghana. 

I showed that even though Ghana is a secular state, religion permeates almost every aspect of 

the social structure. Quashigah (2015, p. 332) has argued that the tone and preamble of the 

1992 Constitution of Ghana make the country a religious-secular nation. Within the above 

context, I argued that Ghana operates a political and pragmatic secularity, where there is a 

strong relationship between religion and the state. This is manifest in the performance of state 

functions where prayers are offered by the Christian leadership, the Muslim leadership, and 

sometimes by a traditional priest. Since Ghana has a Christian population of about 70%, the 

relationship between the state and religion is particularly strong with the Christian Churches. 

The pervasive nature of religion in the body politic of Ghana finds expression in the 

Constitution, where state organisations are mandated in Article (166; 1a, V, and VI) to have 

specific representations from both the Christian and Muslim groups in management, but the 

number of the Christian groups on such boards far out-number that of the Muslim group. 

Tellingly, and in my view unfortunately, such religious representations do not include 

traditional and other minority faiths. 

I demonstrated that secularity in Ghana is an adaptive concept when it comes to health 

provisioning. I showed that the state has little or no control over the day-to-day practice of 

religious organisations providing healthcare services for the citizenry. This allows religious 
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organisations to push their religious convictions as part of the health services they provide. 

Focusing on the Pentecost hospital in Madina, I showed that such arrangements often create 

tension between clients and facility managers. These tensions stem from the understanding or 

misunderstanding of religious liberties guaranteed in the 1992 Constitution. While the 

Constitution allows all citizens to believe in and manifest their religious faith, the facility's 

managers also argue that their actions are premised on the Constitution, and the clients/patients 

put forth similar arguments. Ultimately, the State, which must act as an arbiter, becomes 

indifferent or, at best, only engages in public commentary on the issues without developing 

any concrete, actionable plans to resolve such tensions. It is within the above context that 

Dickson (2003, cited in Quashigah 2015, p. 1), argues that ‘…generally speaking, freedom of 

religion is a reality in Ghana, as it is elsewhere in Africa, and that this has led to unprecedented 

growth: attempts to restrict the Churches’ freedom have usually been restricted.’ The State’s 

actions or inactions must be understood within the context of the complementary 

developmental relationship that exists between it and religious organisations, especially the 

Christian organisations. As argued by Kudaji and Aboagye Mensah (1991, cited in Quashigah, 

2015, p. 1), ‘We are clear in our minds that the Church has a valid case to be involved in the 

affairs of the State in all aspects, including national politics.’ Similarly, Yirenkyi (cited in 

Quashigah, 2015, p. 2) argues that ‘the Church as an established institution has the 

responsibility to serve as the conscience of the society. Thus, secularism in Ghana must be 

understood to allow, and even encourage, State recognition and accommodation of religion and 

religious identity.’ In practice, however, this does not work out smoothly. 

The second sub-question, addressed in Chapter Two, was: how do Muslim health workers 

negotiate the hospital setting, which is highly Christianised? In discussing the modes and 

strategies employed by Muslim health workers in negotiating the hospital setting, I first 

addressed the reasons for establishing the Pentecost Hospital. Among other things, the study 

found that not only did the need to provide healthcare for the residents in La-Nkwantanang 

Madina influence the setting up of the health facility, but also that the municipality was a place 

for local medical missions, as the chaplain of the facility alluded to. In his words, ‘… the 

Church is bent on promoting kingdom values and principles… we believe Jesus Christ is the 

son of God and the saviour of the whole world, …we want people to come to this saving 

knowledge, …the hospital is one of the institutions of the Church which we want to use to 

witness to people.’ This agenda is captured in the hospital's mission, vision, and core values. 

The above position has been the long-standing praxis of mission facilities pre-dating the 



178 
 

country's independence. Schmid (2013, p. 61), argues that in the case of Agogo Hospital (the 

first missionary hospital in the Gold Coast), that besides healing, the hospital was intended ‘to 

be a place where people would come to be healed and, at the same time, to hear the word of 

God, a space where the soul was cared for as much the body.’ I further demonstrated that for 

the facility to prosecute this agenda, the management has provided some ‘permanent essentials’ 

architecturally and materially for its Muslim clients. The permanent essentials are the provision 

of ablution cans (buta) and the construction of an Islamic-friendly urinal for the Muslim clients 

and patients who form the majority of the patrons of the facility. This deliberate act points to 

how religious coexistence is practised at the micro-level. That is to say, the Christian facility 

managers are intentional in their actions when dealing with their Muslim clients/patients in the 

provision of health services. 

Another critical strategy of coexistence by the facility managers towards their Muslim clients 

and patients was the practice of humanitarian healthcare delivery. This strategy, employed by 

Pentecost Hospital as a modality of religious coexistence, involved the payment of debts of 

patients who had accessed and utilised one or more services of the facility but were unable to 

settle their indebtedness. Management employed this approach to strengthen its presence in the 

community and in the eyes of the Muslim leadership. This deliberate action by the facility 

managers as an act of helping and caring for their patients, especially the Muslim patients, 

explains how religious coexistence is done in the day-to-day management of the hospital space. 

What is obvious in this practice is the ‘deliberateness’ attached to the practice, which explains 

the complexities involved in Christian-Muslim interactions. The practice of humanitarian 

health is so critical to the facility managers that they rally well-to-do church members to 

support this cause. This practice aligns with what Iddrissu Adam Shaibu (2021, pp. 30-36), 

calls the ‘Nehemiah Fundraising Strategy’, which is a shift from the conventional way of 

raising funds for church projects. The Nehemiah fundraising strategy includes but is not limited 

to raising funds through an appeal to a major donor (Shaibu op. cit.). This is the strategy that 

the hospital used to give oxygen to the humanitarian healthcare delivery strategy as a modality 

of coexistence. 

Also, I pointed out how religious coexistence is lived practically within the facility when 

facility managers sometimes try to maintain a strong Pentecostal identity by projecting their 

values. This act of projecting church values in the health facility is sometimes met with 

resistance from members of staff, who may either be Muslim or non-Pentecostal in their 

religious orientation, as indicated by the chaplain when he wanted to introduce staff devotion. 



179 
 

In this regard, the study found that female Muslim members of staff are sometimes confronted 

with the pressure to choose between their faith and management decisions that challenge their 

convictions. It was in line with one such decision that the use of the hijab by Muslim health 

workers became the subject of contention within the facility. While management forbade the 

use of the hijab by female Muslim health workers during working hours, the decision led to 

agitations among the Muslim female workers, which almost led to the resignation of a Muslim 

female worker. When push came to shove, management was forced by the resistance and the 

decision to resign to compromise such hard-line stands. This situation points to the fluid nature 

of doing coexistence. Flowing from the above, it is evident that in doing coexistence within the 

hospital, management cannot always have its way. There was a need to make concessions by 

both parties, that is, management and Muslim workers, to bring about a workable coexistence. 

The above situation points to the practical nature of how coexistence is done. Similarly, a 

female Muslim worker deliberately opted for night duties to stay away from the constant 

scrutinising eyes of the management as her particular modality of coexistence. This female 

Muslim also always wore the bonnet of the ward scraps to maintain her religious convictions 

regarding veiling. This also points to the fact that religious coexistence requires deploying 

different strategies at different times and situations, and involves the need to compromise in 

hegemonic contexts. 

I also discussed the facility’s staffing policies and showed that certain critical positions were 

reserved for ‘church people’ so that the facility could maintain its Christian identity and core 

values. So, while the facility managers, by purposeful actions such as the provision of certain 

permanent essentials, allow for the accommodation of the Muslim clients/patients, at the same 

time, they have also purposefully put in place some restrictions on certain positions regarding 

staffing to keep their Pentecostal identity and values intact. This is very instructive in 

understanding how coexistence is practised in the hospital, such as switching between 

flexibility and rigidity. 

Thus, religious coexistence extends beyond the binary assumptions of conflict or peace, often 

espoused by scholars of theology and missiology, which are analysed in normative forms 

(Wandusim, 2015, p. 166; Soares, 2016, p. 676). The hospital experience has revealed that 

different strategies are required under different situations in the practice of coexistence. It also 

points to the complexity of the practice of coexistence within a health facility run by a Christian 

denomination that caters mainly for the health needs of Muslim-majority clients. Such 

complexities can only be unearthed through an ethnographic approach that explores the 
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pragmatism in which all actors engage, and the problems that may ensue for Muslim patients. 

The latter are often faced with emotional and psychological difficulties in trying to balance 

their religious identity in such a hegemonic Christian environment. 

In Chapter Three, I examined the reasons behind the institutionalisation of Morning Devotion 

as part of the biomedical health services provided by the facility. It was to answer the sub-

question: what is the rationale behind the institutionalisation of Morning Devotion-church 

service as part of the medical services provided to clients/patients? 

The introduction and institutionalisation of the Morning Devotion as part of the services 

rendered by the hospital falls within a grand agenda by the facility managers to present Jesus 

as the healer and saviour to clients and patients who visit the facility. I demonstrated that the 

hospital employs soft power or subtle manipulation to cajole or persuade clients to participate 

in the devotion to fulfil its grand agenda.  

Contrastingly, some Muslim patients opposed the Morning Devotion and avoided attendance, 

drawing sharp lines between their religious convictions and what happens at the Morning 

Devotion grounds. It became clear that the opposition to the Morning Devotion was primarily 

targeted to the emphasis placed on Jesus as the son of God and Saviour. 

Despite the opposition of some Muslim patients to the Morning Devotion, the study found that 

the Morning Devotion also has become a ‘common ground’ where both Christians and Muslims 

meet to battle the unseen forces of nature, evil spirits, and other malevolent agents which have 

the desire to interfere with their pregnancies and their unborn babies. The study further showed 

that the Morning Devotion gained acceptance among some Muslim clients and patients because 

of the diversity of the messages preached at the devotion. I found out that initially, the content 

of the messages preached at the devotion was mainly intended to proselytise. However, the 

messages were tweaked to include moral lessons for everyday life concerning pregnancy, 

which attracted some Muslim clients. What is instructive is that the hospital setting in which 

Muslim clients and patients seek healthcare is characterised by Pentecostal hegemony, where 

compromise from both sides is uneven. The facility managers act intentionally to accommodate 

their Muslim patrons. Since the facility is run by the church, they compromise a bit to 

accommodate the Muslim clients and patients, whereas the degree of compromise demanded 

from the Muslims is much higher. An important contribution of this chapter to the discourse 

on coexistence in everyday practice is how the practitioners of the two Abrahamic faiths 

sometimes come together to fight what they perceive as a common threat, such as the 
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attendance of the Morning Devotion. This act by these religious expectant mothers points to 

the fact that in doing religious coexistence, the two major religious groups may come together 

or unite.  

The fourth sub-question was: How do Muslim women negotiate access to obstetric and 

gynaecological services with male service providers? The study found that one of the major 

ways Muslim women negotiate access to maternal health services (obstetrics and gynaecology) 

in the presence of male health providers was the invocation of the Islamic principle of necessity 

(darura) to allow for the forbidden to happen. The principle allows for negotiation of what 

would have been otherwise prohibited, that is, women allowing men other than their husbands 

to see their nakedness, becomes allowed in emergencies, where they are attended to by male 

health providers. The study found out that even though the principle was invoked by expectant 

Muslim women in moments of emergency, some did that with a lot of psychological and 

emotional difficulty. The lesson from such experiences of the Muslim women is that 

coexistence does not only happen between religious adherents, that is, between Christians and 

Muslims, but sometimes within one’s self. That is to say, people are forced to live with 

experiences that are emotionally tense, morally conflicting and psychologically traumatising. 

The above point is the lived experiences of the Muslim women who come in contact with male 

health providers in their quest to access maternal health services at the Pentecost Hospital. 

These encounters by Muslim women are sometimes characterised by moments of tension 

between them and the male health providers. The game changer in managing all these 

conflicting moments among my female Muslim interlocutors was invoking the principle of 

darura (the principle of necessity). While it was the case that in the conduct of the Morning 

Devotion at the facility, some Muslim clients could exempt themselves from participation, the 

story was different when it came to accessing obstetric and gynaecological services. In the 

latter, the life of the mother as well as that of the unborn baby was at stake, hence the approach 

of the Muslim clients was different: they did not resort to strict religious conviction adherence, 

but rather the focus was on the survival of the mother and her unborn child. Thus, the need to 

employ pragmatism was at the core rather than strict religious adherence. This points to the 

fact that in day-to-day encounters between Christians and Muslims in the hospital concerning 

obstetrics and gynaecology, the practice of coexistence is characterised by compromises: the 

invocation of darura or the principle of necessity by the Muslim women to allow for the 

forbidden is a compromised position. Thus, coexistence at the micro-level is not about striving 
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for peace amid misunderstanding, which may lead to conflicts, but rather about survival, which 

involves pragmatism and compromise. 

The final sub-question was: What motivates the actions of both Christian and Muslim guardians 

or parents to utilise infant circumcision services by their religious other? This question was 

addressed in Chapter Five. 

I showed that the utilisation of infant circumcision services served as a bridge which brought 

both Christian and Muslim guardians or parents together. The quality of the service delivered 

was preferred over religious strictures. Adherents of both Abrahamic faiths patronised and used 

the services of the other to achieve the ultimate goal of quality service. Importantly, the study 

found that the position of the circumciser has shifted from its traditional orientation as an 

occupation for male Muslims to a current place where Christians have also taken the practice 

as a profession. More interestingly, the study found that infant circumcision is no longer a 

male-dominated profession, but also a career path for females: both Christian and Muslim 

females. Thus, the Wanzam Association comprises both male Muslims and Christians, as well 

as female Muslims and Christians, and is governed by the same rules and ethics. This also 

offers a different dimension of appreciating religious coexistence. The practice of infant 

circumcision has brought both Muslim and Christian practitioners together, something that so 

far had not been explored in the study of religious coexistence in previous studies. 

Another interesting observation from the practice of infant male circumcision was the fact that 

while some medical matters, such as obstetric and gynaecological issues, created tensions and 

concerns across the Christian-Muslim divide, others – such as infant male circumcision – did 

not. Again, devotional strategies were present in some medical contexts, such as relating to 

pregnancy and childbirth. In contrast, in others, they seem absent, such as in the case of infant 

male circumcision. Equally, it is also instructive to note that when it came to ‘female’ matters, 

sensitivities played out more sharply than in an issue such as infant male circumcision. 

Finally, the central question of this study was: How can an ethnographic study of health-

seeking by Muslims in a Christian-managed health facility, Pentecost Hospital in Madina, 

inform and contribute to academic discussions on the practice of religious coexistence within 

a religiously and ethnically plural urban setting?  

Hospital ethnography as a method of enquiry has been used by anthropologists to study various 

phenomena at the hospital (Van der Geest & Sarkodie, 1998; Krause, 2006; Zaman, 2005; 

Böhmig, 2010; Dapaah, 2012). However, so far hospital ethnography has not been used to 
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gauge coexistence between Christians and Muslims. This study employed ethnography as a 

method of enquiry to explore how religious coexistence, that is, how Muslim clients/patients 

navigate access to healthcare services provided by a Christian health facility. The study also 

examined how Muslim health workers navigated the hospital environment, which was 

dominated by Pentecostal convictions and practices. The hospital setting served as a microcosm 

of the larger Ghanaian society, which is predominantly Christian, and the modes employed by 

minority religious groups like Muslims in living with the Christian majority were those of 

pragmatism and compromise. Similarly, the Christian managers of the hospital demonstrated 

how circumstances sometimes force majority groups to tone down their hard-line stance to 

accommodate minority groups. There was also the demonstration of intentionality on the part 

of the facility managers in the provision of the permanent essentials to accommodate the 

Muslim patients. 

Another important insight offered by this study is that, through the lens of hospital 

ethnography, religious coexistence appears as a layered encounter. As indicated, the layered 

coexistence is dependent on the duration of the encounter between Christians and Muslims. It 

was within the above context that I argued that the hospital offers both transient and semi-

permanent forms of coexistence. For Muslim clients and patients, coexistence often occurs 

during the duration of accessing healthcare within the facility, which is transient. By contrast, 

for the Muslim health workers, coexistence could best be described as semi-permanent as long 

as their employments are maintained with the facility.  

All in all, this study has shed light on how religious coexistence is practised at the grassroots 

level. It is often characterised by negotiations, compromises, hard-line stances, and uniting for 

the general good of all actors involved. 

The study has also shown that the hospital offers a special setting for understanding Christian-

Muslim coexistence at the micro-level. The hospital with a Christian hegemony is prepared to 

accommodate all patients, especially Muslims. At the same time, the facility managers seize 

the opportunity to evangelise to these clients/patients, hoping to make converts out of some. 

What is striking is that the health needs of the generality of the Ghanaian populace cannot be 

met by the central government in terms of the provision of health facilities and services. This 

gap has occasioned the provision of health infrastructure and services by private entities. The 

Christian health organisations have seized the opportunity to be important players in this space, 

providing about 35% of the health infrastructure and services to the Ghanaian population in 
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areas deemed hard to reach by the state health provider. The absence of these private health 

providers may lead to the collapse of the health system in the country. Thus for Muslim patients 

to access health services in these Christian health facilities, especially, the Pentecost Hospital 

they must adopt pragmatism, that is, darura and compromise as the modes for negotiating the 

hospital space out of necessity. It is this pragmatic approach by the Muslim clients/patients that 

show the intricacies of the religion-secular arrangement in Ghana. 

 

Directions for future studies 

This study was conducted at Madina, particularly, the Zongo community, which has a high 

number of Muslim inhabitants and whose health needs are mainly supplied by a Christian-

based health facility. This Christian facility also has a grand agenda of using the hospital as a 

place to propagate its convictions. The pursuit of this agenda by the health facility sometimes 

leads to a clash of convictions between the providers and takers of the health services.  

Thankfully, there is a well-resourced Islamic Hospital at New-Town, a suburb of Accra, which 

also has a high Muslim population. I therefore suggest a study to be done in this Muslim 

hospital to gauge the extent to which the facility also deploys its convictions and practices on 

its clients and patients, as manifested in the Pentecost Hospital. I further suggest a comparative 

study that will focus on another secular African country with a higher Muslim population, like 

Senegal, which has a 95% Muslim population but has a Christian president to gauge the 

religion-secular dynamics in health provisioning. Finally, I suggest a comparative study 

between religious health institutions in Africa and those of Europe to measure the extent to 

which religious convictions are deployed as part of the health services provided to 

clients/patients as practised in the Pentecost Hospital. Such studies will further contribute to 

the unpacking of academic discussions on religious coexistence from diverse health 

provisioning perspectives, using ethnography as a method of enquiry.  

 

 

 

 

 



185 
 

References  
 

Abdul-Hamid, M. (2010). Muslim ‘Priesthood’ in Dagbon: In Search of a Definition. Journal 

of Religion & Philosophy, 4(1), 119-127 

Abdul-Hamid, M. (2011). Christian-Muslim relations in Ghana: A model for world dialogue 

and peace. Ilorin Journal of Religious Studies, 1(1), 21-32. 

Abiiro, G.A., & McIntyre, D. (2013). Universal financial protection through National Health 

Insurance: a stakeholder analysis of the proposed one-time premium payment policy in 

Ghana. Health policy and planning, 28(3), 263-278. 

Abor, P.A., Abekah‐Nkrumah, G., & Abor, J. (2008). An examination of hospital governance 

in Ghana. Leadership in health services, 21(1), 47-60. 

Abotchie, C. (2003). Social Change in Ghana. Hans Publication Ltd, Accra 

Addae, S. (1996). The evolution of modern medicine in a developing country: Ghana 1880-

1960. Durham Academic Press, North Carolina, U.S.A. 

Aderele, A.J. (2023). Muslims and Christians in Nigeria: A Proposed Solution to Interreligious 

Violence. Journal of Comparative Study of Religion, 3(02), 31-49.  

Adinkrah, M.J. (2016). Healthcare System in Ghana-Problems & Way Forward. Health Care 

Systems, Policies and Governance. Eye On Global Health 

Adu, P., Jurcik, T., & Grigoryev, D. (2023). Beyond recognition: Beliefs, attitudes, and help-

seeking for depression and schizophrenia in Ghana. Mental health, religion & culture, 26(2), 

107-130. 

Adu-Gyamfi, S., & Adjei, P.O.W. (2014). Twentieth-century Wanzams among the Asante 

people of Ghana: a historical study of the facts on male circumcision. Open Journal of 

Preventive Medicine, 4(9), 730-739. 

Agyei-Baffour, P., Oppong, R., & Boateng, D. (2013). Knowledge, perceptions and 

expectations of capitation payment system in a health insurance setting: a repeated survey of 

clients and health providers in Kumasi, Ghana. BMC Public Health, 13, 1-9. 

Ahinkorah, B.O., Hagan, J.E., Seidu, A., Torgbenu, E., Budu, E., & Schack, T. (2020). 

Understanding the linkages between male circumcision and multiple sexual partnership among 

married Ghanaian men: Analysis of data from the 2014 Ghana demographic and health survey. 

SSM - Population Health, 11, 1-7 

Aidoo, A.A. (2022). Women in the History and Culture of Ghana. Contemporary Journal of 

African Studies, 9(2), 187-213. 

Aikins, A.D.G. (2005). Healer shopping in Africa: new evidence from rural-urban qualitative 

study of Ghanaian diabetes experiences. Bmj, 331(7519), 737, 1-7. 

Akinade, A.E. (2002). The precarious agenda: Christian-Muslim relations in contemporary 

Nigeria. Public Lecture, 118-127. 



186 
 

Amir, H., Tibi, Y., Groutz, A., Amit, A., & Azem, F. (2012). Unpredicted gender preference 

of obstetricians and gynecologists by Muslim Israeli-Arab women. Patient education and 

counseling, 86(2), 259-263. 

Aniekwu, N.I. (2006). Converging constructions: A historical perspective on sexuality and 

feminism in post-colonial Africa. African Sociological Review/Revue Africaine de 

Sociologie, 10(1), 143-160. 

Appiah, B. (2018). Convoluted Pentecost? An Analysis of Akan Indigenous Worldviews in 

Ghanaian Pentecostal-Charismatic Praxes. Utambuzi: Journal for the Study of the Religions of 

Africa and its Diaspora, 4(1), 82-98. 

Appiah, K.A.A., Gyasi-Sarpong, C.K., Azorliade, R., Aboah, K., Laryea, D.O., Otu-Boateng, 

K., ... & Amoah, G. (2016). Circumcision-related tragedies seen in children at the Komfo 

Anokye Teaching Hospital, Kumasi, Ghana. BMC Urology, 16, 1-8. 

Appiah-Kubi, K. (1981). Man cures, God heals: Religion and medical practice among the Akan 

of Ghana. Friendship Press, N.Y 

Arhin, K. (1967). The structure of greater Ashanti (1700–1824). The Journal of African 

History, 8(1), 65-85. 

Arias, D., Taylor, L., Ofori-Atta, A., & Bradley, E.H. (2016). Prayer camps and biomedical 

care in Ghana: Is collaboration in mental health care possible?. PloS one, 11(9), 1-16 

Aryeetey, G.C., Jehu-Appiah, C., Kotoh, A.M., Spaan, E., Arhinful, D.K., Baltussen, R., ... & 

Agyepong, I.A. (2013). Community concepts of poverty: an application to premium 

exemptions in Ghana’s National Health Insurance Scheme. Globalization and Health, 9, 1-11. 

Asamoah, M.K., Osafo, J., & Agyapong, I. (2014). The role of Pentecostal clergy in mental 

health-care delivery in Ghana. Mental Health, Religion & Culture, 17(6), 601-614. 

Asante, A.O., Korsah, K.A., & Amoako, C. (2023). Does the gender of nurses matter to 

patients? A qualitative analysis of gender preferences of patients. SAGE Open Medicine, 11, 1-

12. 

Asante, F., & Aikins, M. (2008). Does the NHIS cover the poor? Danida Health Sector Support 

Office paper. Accra. 

Assimeng, M. (2010). Religion and social change in West Africa: An introduction to the 

sociology of religion. Woeli Publishing Services, Accra, Ghana. 

Atiemo, A. (2006). ‘Singing with Understanding’: The Story of Gospel Music in 

Ghana. Studies in world Christianity, 12(2), 142-163. 

Awojobi, P.O. (2015). Conflict between Christians and Muslims with reference to Northern 

Nigeria. The American Journal of Biblical Theology, 16(10), 1-8. 

Awoonor-Williams, J.K., Tindana, P., Dalinjong, P.A., Nartey, H., & Akazili, J. (2016). Does 

the operations of the National Health Insurance Scheme (NHIS) in Ghana align with the goals 

of Primary Health Care? Perspectives of key stakeholders in northern Ghana. BMC 

international health and human rights, 16, 1-11. 



187 
 

Ayanore, M.A., Pavlova, M., Kugbey, N., Fusheini, A., Tetteh, J., Ayanore, A.A., ... & Groot, 

W. (2019). Health insurance coverage, type of payment for health insurance, and reasons for 

not being insured under the National Health Insurance Scheme in Ghana. Health economics 

review, 9, 1-15. 

Aziato, L., & Antwi, H.O. (2016). Facilitators and barriers of herbal medicine use in Accra, 

Ghana: an inductive exploratory study. BMC complementary and alternative medicine, 16, 1-

9. 

Azumah, J. (2000). Controversy and restraint in Ghana. Transformation, 17(1), 23-26. 

Badu, E., Agyei-Baffour, P., Ofori Acheampong, I., Preprah Opoku, M., & Addai-Donkor, K. 

(2018). Households Sociodemographic Profile as Predictors of Health Insurance Uptake and 

Service Utilization: A Cross‐Sectional Study in a Municipality of Ghana. Advances in Public 

Health, 2018(1), 1-13 

Barimah, K.B. (2016). Traditional healers in Ghana: So near to the people, yet so far away 

from basic health care system. CellMed, 6(2), 9-1. 

Beard, J.M. & Osborn, J. (2011). Textbook of Family Medicine. Eighth Edition. Saunders, 

Philadelphia. 

Bell, A.J., Arku, Z., Bakari, A., Oppong, S.A., Youngblood, J., Adanu, R.M., & Moyer, C.A. 

(2020). ‘This sickness is not hospital sickness’: a qualitative study of the evil eye as a source 

of neonatal illness in Ghana. Journal of Biosocial Science, 52(2), 159-167. 

Berlinerblau, J. (2021). Secularism: the basics. Routledge, London. 

Bernard, M., Strasser, F., Gamondi, C., Braunschweig, G., Forster, M., Kaspers-Elekes, K., ... 

& Magaya, N.K. (2017). Relationship between spirituality, meaning in life, psychological 

distress, wish for hastened death, and their influence on quality of life in palliative care 

patients. Journal of pain and symptom management, 54(4), 514-522. 

Blanchet, N.J., Fink, G., & Osei-Akoto, I. (2012). The effect of Ghana’s National Health 

Insurance Scheme on health care utilisation. Ghana medical journal, 46(2), 76-84. 

Böhmig, C. (2010). Ghanaian nurses at a crossroads: managing expectations on a medical 

ward. African Studies Collection, Vol. 23, Leiden. 

Bokaie, M., Simbar, M., Ardekani, S.M.Y., & Majd, H.A. (2016). Women's beliefs about 

infertility and sexual behaviors: A qualitative study. Iranian journal of nursing and midwifery 

research, 21(4), 379-384. 

Bolaji, M.H.A. (2018). Secularism and state neutrality: The 2015 Muslim protest of 

discrimination in the public schools in Ghana. Journal of Religion in Africa, 48(1-2), 65-104. 

Bonful, H.A., & Anum, A. (2019). Sociodemographic correlates of depressive symptoms: a 

cross-sectional analytic study among healthy urban Ghanaian women. BMC public health, 19, 

1-9. 

Bosak, J., Eagly, A., Diekman, A., & Sczesny, S. (2018). Women and men of the past, present, 

and future: Evidence of dynamic gender stereotypes in Ghana. Journal of Cross-Cultural 

Psychology, 49(1), 115-129. 



188 
 

Bossio, J.A., Pukall, C.F., & Steele, S. (2014). A review of the current state of the male 

circumcision literature. The Journal of Sexual Medicine, 11(12), 2847-2864. 

Braimah, J.A., & Goody, J.R. (1967). Salaga: The struggle for power. Longmans, London 

Brown, P.J. (2014). Religion and global health. The Social Medicine Reader, 3rd ed., edited by 

Jonathan Oberlander et al, 2, 275-94. 

Bruce, K., Narh-Bana, S., & Agyepong, A. (2008). Community satisfaction, equity in coverage 

and implications for sustainability of the Dangme West Health Insurance Scheme. Ghana 

Dutch collaboration for health research and development. 

Budu, H.I., Abalo, E.M., Bam, V.B., Agyemang, D.O., Noi, S., Budu, F.A., & Peprah, P. 

(2019). ‘I prefer a male nurse to a female nurse’: patients’ preference for, and satisfaction with 

nursing care provided by male nurses at the Komfo Anokye teaching hospital. BMC 

nursing, 18, 1-9. 

Calo, Z.R. (2011). Religion, Human Rights, and Post-Secular Legal Theory. . John's L. 

Rev., 85, (495), 1-27 

Christian Health Association of Ghana (2014). The Strategic Framework 2014-2016: Unity 

through Diversity. Accra: CHAG 

Christian Health Association of Ghana (2015). Annual Report 2015. Accra: CHAG 

Christmals, C.D., & Aidam, K. (2020). Implementation of the National Health Insurance 

Scheme (NHIS) in Ghana: lessons for South Africa and low-and middle-income countries. Risk 

Management and Healthcare Policy, 1879-1904. 

Clarke, D., Klein, A., & Mathauer, I. Ending Hospital Detention for Non-Payment of Bills, 

WHO. 

Dalaba, M.A., Welaga, P., & Matsubara, C. (2017). Cost of delivering health care services at 

primary health facilities in Ghana. BMC Health Services Research, 17, 1-11. 

Dapaah, J.M. (2012). HIV/AIDS treatment in two Ghanaian hospitals: experiences of patients, 

nurses and doctors. African Studies Collection, Vol. 38, Leiden 

Darko, M.L. (2020). To Wear or Not to Wear: Contesting Hijab at the Pentecost Hospital in 

Madina. Material Religion, 18(4), 494-495 

De Vibe, M., Bell, E., Merrick, J., Omar, H.A., & Ventegodt, S. (2008). Ethics and holistic 

healthcare practice. Int J Child Health Human Dev, 1(1), 23-8. 

Deegbe, D.A., Aziato, L., & Attiogbe, A. (2019). Beliefs of people living with epilepsy in the 

Accra Metropolis, Ghana. Seizure, 73, 21-25. 

Dein, S. (2020). Religious healing and mental health. Mental Health, Religion & 

Culture, 23(8), 657-665. 

Demographic and health surveys, (2006). Measure DHS 

Der, B. (1974). Church-state relations in Northern Ghana, 1906-1940. Transactions of the 

Historical Society of Ghana, 15(1), 41-61. 



189 
 

Dovlo, E., & Asante, A.O. (2003). Reinterpreting the straight path: Ghanaian Muslim converts 

in mission to Muslims. Exchange: Journal of Contemporary Christianities in Context, 32(3), 

214-238. 

Doyle, D. (2005). Ritual male circumcision: a brief history. Journal of the Royal College of 

Physicians of Edinburgh, 35(3), 279-285. 

Dumbe, Y. (2013). Islamic revivalism in contemporary Ghana. Södertörns högskola. 

Dumbe, Y. (2022). Intra-Salafi Power Struggles: Politicisation of Purity and Fragmentation of 

Authority in Ghana. Africa Today, 68(4), 115-133. 

Elkhoudri, N., Baali, A., & Amor, H. (2016). Maternal morbidity and the use of medicinal 

herbs in the city of Marrakech, Morocco. Indian Journal of Traditional Knowledge, 15(1), 79-

85  

Ellison, C.G., & Flannelly, K.J. (2009). Religious involvement and risk of major depression in 

a prospective nationwide study of African American adults. The Journal of Nervous and 

Mental Disease, 197(8), 568-573. 

Etim, B. A., Ibanga, A. A., Nkanga, D. G., Agweye, C. T., Utam, U. A., & Udofia, O. O. 

(2019). EHR health seeking behavior of patients attending eye clinic in Southern 

Nigeria. Nigerian journal of clinical practice, 22(7), 988-996. 

Falola, T. (1998). Violence in Nigeria: The crisis of religious politics and secular ideologies. 

University Rochester Press, New York. 

Fassin, D. (2011). Humanitarian reason: a moral history of the present. Univ of California 

Press, California. 

Foster, G.M. (2016). Disease etiologies in non-western medical systems. In Understanding and 

Applying Medical Anthropology (pp. 180-187). Routledge. 

Fraser, A.S. (2019, 1987). The UN decade for women: Documents and dialogue. Westview 

Press, Boulder, Colorado. 

Frederiks, M.T. (2010). Let us understand our differences: Current trends in Christian-Muslim 

relations in Sub-Saharan Africa. Transformation, 27(4), 261-274. 

Frimpong, S.K. (2022). The Role of Women in the Church of Pentecost: A Case Study of the 

Kwadaso Area – Kumasi, Ghana. Pentecostalism, Charismaticism and Neo-Prophetic 

Movements Journal 3(1), 12-22. 

Frisby, L. (1998). An ethnography of a gynaecology ward. Some aspects observed (Doctoral 

dissertation, M.Sc. thesis, University of West London, Brunel). 

Ganle, J.K. (2015). Why Muslim women in Northern Ghana do not use skilled maternal 

healthcare services at health facilities: a qualitative study. BMC international health and 

human rights, 15, 1-16. 

Gifford, P. (1998). African Christianity: its public role. Indiana University Press, Indiana. 

Goffman, E. (1963). Behavior in public places. Free Press of Glencoe, New York. 



190 
 

Goldman, A.R., Bohr, R.H., & Steinberg, T.A. (1970). On posing as mental patients: 

Reminiscences and recommendations. Professional Psychology, 1(5), 427. 

Gyimah, S O., Takyi, B.K., & Addai, I. (2006). Challenges to the reproductive-health needs of 

African women: on religion and maternal health utilization in Ghana. Social Science & 

Medicine, 62(12), 2930-2944. 

Hassan Kukah, M. (2007). Christian–Muslim relations in sub-Saharan Africa: problems and 

prospects. Islam–Christian Muslim Relations, 18(2), 155-164. 

Haynes, J., & Ben‐Porat, G. (2010). Globalisation, Religion and Secularisation–Different 

States, Same Trajectories? Totalitarian Movements and Political Religions, 11(2), 125-132. 

Hess, R.F., Ross, R., & Gililland Jr, J.L. (2018). Infertility, psychological distress, and coping 

strategies among women in Mali, West Africa: a mixed-methods study. African journal of 

reproductive health, 22(1), 60-72. 

Hock, K. (2004). The interface between research and dialogue: Christian-Muslim relations in 

Africa: adjunct proceedings of the XVIIIth Quinquennial Congress of the International 

Association for the History of Religions (5-11 August 2000, Durban/South Africa). 

Huber M, Knottnerus JA, Green L, van der Horst H, Jadad AR, Kromhout D, Leonard B, Lorig 

K, Loureiro MI, van der Meer JW, Schnabel P, Smith R, van Weel C, Smid H. (2011). How 

should we define health?. BMJ, 343, 1-4. 

Hutcheson, J.C. (2004). Male neonatal circumcision: indications, controversies and 

complications. Urologic Clinics, 31(3), 461-467. 

Hwang, H. J. (2023). The importance of anonymity and confidentiality for conducting survey 

research. Journal of Research and Publication Ethics, 4(1), 1-7. 

Iqbal, S., & Khan, M.I. (2020). Spirituality as a predictor of psychological well-being: An 

explanatory mechanism of religiosity and sustainable consumption. Religions, 11(12), 634, 1-

17. 

Issaka-Toure, F. (2022). Muslim Marriages in Accra, Ghana: A Perspective in 

Minority/Majority Relations, Gender, and Social Mobility. Feminist Research, 6(1), 1-13. 

Janson, M. (2016). Unity through diversity: a case study of Chrislam in Lagos. Africa, 86(4), 

646-672. 

Janson, M., Kresse, K., & Pontzen, B. (2024). Introduction: Relational Perspectives on Islam, 

Christianity, and African Religious Traditions. In M. Janson, K. Kresse, B. Pontzen, & H. 

Mwakimako (Eds.), Religious Plurality in Africa: Coexistence, Conviviality, Conflict (p. 1-13). 

James Currey (Boydell & Brewer), Woodbridge, Suffolk, UK/ New York. 

Jehu-Appiah, C., Aryeetey, G., Agyepong, I., Spaan, E., & Baltussen, R. (2012). Household 

perceptions and their implications for enrolment in the National Health Insurance Scheme in 

Ghana. Health policy and planning, 27(3), 222-233. 

Jehu-Appiah, C., Aryeetey, G., Spaan, E., De Hoop, T., Agyepong, I., & Baltussen, R. (2011). 

Equity aspects of the National Health Insurance Scheme in Ghana: Who is enrolling, who is 

not and why? Social Science & Medicine, 72(2), 157-165. 



191 
 

Kasselstrand, I. (2023). Secularism in Relation to Secularity and Secularization: A 

Commentary on Berlinerblau’s Secularism: The Basics. Secular Studies, 5(1), 29-32. 

Katung, P.Y. (2001). Socio-economic factors responsible for poor utilisation of the primary 

health care services in a rural community in Nigeria. Nigerian Journal of Medicine: Journal of 

the National Association of Resident Doctors of Nigeria, 10(1), 28-29. 

Kekulawala, M., Samba, A., Braunschweig, Y., Plange‐Rhule, J., Turpin, C., Johnson, T.R., & 

Anderson, F.W. (2022). Obstetric capacity strengthening in Ghana results in wide geographic 

distribution and retention of certified Obstetrician/Gynaecologists: A quantitative 

analysis. BJOG: An International Journal of Obstetrics & Gynaecology, 129(10), 1757-1761. 

Kittoe, J.D., & Asiedu-Addo, S.K. (2017). Exploring fraud and abuse in National Health 

Insurance Scheme (NHIS) using data mining technique as a statistical model. African Journal 

of Educational Studies in Mathematics and Sciences, 13, 13-31. 

Kobo, O.M. (2015). Shifting trajectories of salafi/ahl-sunna reformism in Ghana. Islamic 

Africa, 6(1-2), 60-81. 

Koenig, H.G. (2005). Faith and mental health: Religious resources for healing. Templeton 

Foundation Press, West Conshohocken, Pennsylvania  

Koenig, H.G. (2009). Research on religion, spirituality, and mental health: A review. The 

Canadian Journal of Psychiatry, 54(5), 283-291. 

Koenig, H.G. (2012). Religion, spirituality, and health: The research and clinical 

implications. International Scholarly Research Notices, 2012(1), 1-33. 

Koenig, H.G., King, D., & Carson, V.B. (2012). Handbook of religion and health. Oxford 

University Press, Oxford. 

Kofi-Tsekpo, M. (2004). Institutionalization of African traditional medicine in health care 

systems in Africa. African journal of health sciences, 11(1-2), i-ii. 

Kpobi, L., & Swartz, L. (2019). Indigenous and faith healing in Ghana: A brief examination of 

the formalising process and collaborative efforts with the biomedical health system. African 

Journal of Primary Health Care & Family Medicine, 11(1), 1-5. 

Krause, K. (2006). ‘The Double Face of Subjectivity’–A Case Study in a Psychiatric Hospital 

(Ghana). Multiple Medical Realities: Patients and Healers in Biomedical, Alternative and 

Traditional Medicine, 54-71. 

Krause, N. (1998). Stressors in highly valued roles, religious coping, and mortality. Psychology 

and Aging, 13(2), 242-255. 

Kretchy, I.A., Koduah, A., Opuni, K.F., Agyabeng, K., Ohene‐Agyei, T., Boafo, E.A., & Ntow, 

P.O. (2021). Prevalence, patterns and beliefs about the use of herbal medicinal products in 

Ghana: a multi‐centre community‐based cross‐sectional study. Tropical Medicine & 

International Health, 26(4), 410-420. 

Kwansa, B.K. (2013). Safety in the midst of stigma: experiencing HIV/AIDS in two Ghanaian 

communities. African Studies Collection Leiden, 49. 



192 
 

Kyei, J.M., Manu, A., Kotoh, A.M., Adjei, C.A., & Ankomah, A. (2021). Beliefs about children 

and the psychosocial implications of infertility on individuals seeking assisted fertilization in 

Ghana. Reproductive Biomedicine & Society Online, 12, 88-95. 

Larkin, B. (2014). Techniques of inattention: the mediality of loudspeakers in 

Nigeria. Anthropological Quarterly, 87(4), 989-1015. 

Levtzion, N. 1968. Muslims and chiefs in West Africa: A study of Islam in the Middle Volta 

Basin in pre-colonial period. Clarendon Press, Oxford  

Li, S., Okereke, O.I., Chang, S.C., Kawachi, I., & VanderWeele, T.J. (2016). Religious service 

attendance and lower depression among women—a prospective cohort study. Annals of 

Behavioral Medicine, 50(6), 876-884. 

Maison, P.O.M., Yahaya, I., Mensah, S., Apraku, C., & Egyir, E. (2020). An assessment of the 

training and practice of circumcision by medical circumcisers in Ghana. African Journal of 

Urology, 26, 1-4. 

Mbura, J.S.I., Mgaya, H.N., & Heggenhougen, H.K. (1985). The use of oral herbal medicine 

by women attending antenatal clinics in urban and rural Tanga District in Tanzania. East 

African Medical Journal, 62(8), 540-550. 

McLean, M., Al Yahyaei, F., Al Mansoori, M., Al Ameri, M., Al Ahbabi, S., & Bernsen, R. 

(2012). Muslim women's physician preference: beyond obstetrics and gynecology. Health 

Care for Women International, 33(9), 849-876. 

Mensch, B.S., Bagah, D., Clark, W.H., & Binka, F. (1999). The Changing Nature of 

Adolescence in the Kassena‐Nankana District of Northern Ghana. Studies in family planning, 

30(2), 95-111.  

Meyer, B. (2011). Going and making public: Pentecostalism as public religion in 

Ghana. Christianity and Public Culture in Africa, 149-166. 

Meyer, B. (2024). In-between: Studying Lived Plurality from the Interstice. Material 

Religion, 20(5), 398-401. 

Miller, W.R., & Thoresen, C.E. (2003). Spirituality, religion, and health: An emerging research 

field. American psychologist, 58(1), 24, 1-12. 

Modood, T. (2010). Moderate secularism, religion as identity and respect for religion. The 

Political Quarterly, 81(1), 4-14.  

MOH. (2009). Pulling together achieving more. Independent Review, Health Sector 

Programme of Work 2008. Accra, Ghana: Ministry of Health. 

Mohr, A. (2009). Missionary medicine and Akan therapeutics: Illness, health and healing in 

Southern Ghana's Basel Mission, 1828-1918. Journal of Religion in Africa, 39(4), 429-461. 

Morris, B. (1985). Cheŵa Conceptions Of Disease-Symptoms And Etiologies. The Society of 

Malawi Journal, 38(1), 14-36. 

 



193 
 

Mugomeri, E., Chatanga, P., Seliane, K., & Maibvise, C. (2015). Identifying promoters and 

reasons for medicinal herb usage during pregnancy in Maseru, Lesotho. Africa Journal of 

Nursing and Midwifery, 17(1), 4-16. 

Mulemi, B.A. (2010). Coping with cancer and adversity: Hospital ethnography in Kenya. PhD 

dissertation. University of Amsterdam. 

Mureyi, D.D., Monera, T.G., & Maponga, C.C. (2012). Prevalence and patterns of prenatal use 

of traditional medicine among women at selected Harare clinics: a cross-sectional study. BMC 

complementary and alternative medicine, 12, 1-7. 

Mwenda, S. (2011). The African Christian Health Association Platform: Showcasing the 

Contributions of CHAs. Contact, 190, 2-3. 

Mwinyihaji, E. F. (2014). “Necessity Removes Restrictions”: Swahili Muslim Women’s 

Perspectives on Their Participation in the Public Sphere. In Sharīʿa in Africa Today (p. 177-

194). Brill. 

Navaneetham, K., & Dharmalingam, A. (2002). Utilization of maternal health care services in 

Southern India. Social Science & Medicine, 55(10), 1849-1869. 

Nergard, C.S., Ho, T.P.T., Diallo, D., Ballo, N., Paulsen, B.S., & Nordeng, H. (2015). Attitudes 

and use of medicinal plants during pregnancy among women at health care centers in three 

regions of Mali, West-Africa. Journal of ethnobiology and ethnomedicine, 11, 1-11. 

Nguyen, H.T., Rajkotia, Y., & Wang, H. (2011). The financial protection effect of Ghana 

National Health Insurance Scheme: evidence from a study in two rural districts. International 

Journal for Equity in Health, 10, 1-12. 

NHIA, (2010). National Health Insurance Authority 2009 Annual Report, Accra 

https://www.nhis.gov.gh/files/8(1).pdf 

Norwood, F. (2006). The ambivalent chaplain: Negotiating structural and ideological 

difference on the margins of modern-day hospital medicine. Medical anthropology, 25(1), 1-

29. 

Ntewusu, S. (2020). Co-Existence in Turbulent Times. Lares, 86(2), 365-382. 

Nyeko, R., Tumwesigye, N.M., & Halage, A.A. (2016). Prevalence and factors associated with 

use of herbal medicines during pregnancy among women attending postnatal clinics in Gulu 

district, Northern Uganda. BMC Pregnancy and Childbirth, 16, 1-12. 

O’Lynn, C., Cooper, A., & Blackwell, L. (2017). Perceptions, experiences and preferences of 

patients receiving a clinician's touch during intimate care and procedures: a qualitative 

systematic review. JBI Evidence Synthesis, 15(11), 2707-2722. 

Oduro, T., Hennie P., Nussbaum S., & Brain B. (2008). Mission in an African way: A Practical 

Introduction to African Instituted Churches and Their Sense of Mission. Wellington, South 

Africa’ Christian Literature Fund, Wellington, South Africa. 

Ojo, M.A., & Lateju, F.T. (2010). Christian-Muslim conflicts and interfaith bridge‐building 

efforts in Nigeria. The Review of Faith & International Affairs, 8(1), 31-38. 



194 
 

Okyerefo, M.P.K., & Fiaveh, D.Y. (2017). Prayer and health-seeking beliefs in Ghana: 

understanding the ‘religious space’of the urban forest. Health Sociology Review, 26(3), 308-

320. 

Oleribe, O.O., Ukwedeh, O., Burstow, N.J., Gomaa, A.I., Sonderup, M.W., Cook, N., ... & 

Taylor-Robinson, S.D. (2018). Health: redefined. Pan African Medical Journal, 30(1), 1-3. 

Olusola, A.I., & Ojo, M. (2012). Female infertility and patriarchy: a reflection on medical 

science and biblical position. Tropical Journal of Obstetrics and Gynaecology, 29(2), 77-80. 

Omonzejele, P.F. (2008). African concepts of health, disease, and treatment: An ethical 

inquiry. Explore, 4(2), 120-126. 

Osungbade, K.O., & Siyanbade, S.L. (2011). Myths, misconceptions, and misunderstandings 

about epilepsy in a Nigerian rural community: implications for community health 

interventions. Epilepsy & Behavior, 21(4), 425-429. 

Owusu-Danso, O. (2006, December). Strategies and approaches for male circumcision 

programming. In WHO meeting report: Strategies and Approaches for MC Programming, 

Geneva (pp. 5-6). 

Padela, A.I., & Del Pozo, P.R. (2011). Muslim patients and cross-gender interactions in 

medicine: an Islamic bioethical perspective. Journal of Medical Ethics, 37(1), 40-44. 

Pellow, D. (1985). Muslim segmentation: Cohesion and divisiveness in Accra. The Journal of 

Modern African Studies, 23(3), 419-444. 

Pellow, D. (1987). Solidarity among Muslim Women in Accra, Ghana. Anthropos, 489-506. 

Pellow, D. (1991). The power of space in the evolution of an Accra Zongo. Ethnohistory, 414-

450. 

Pobee, J. S. (2001). Health, healing and religion: An African view. International Review of 

Mission, 90(356/357), 55-64. 

Polis, C.B., Cox, C.M., Tunçalp, Ö., McLain, A.C., & Thoma, M.E. (2017). Estimating 

infertility prevalence in low-to-middle-income countries: an application of a current duration 

approach to Demographic and Health Survey data. Human Reproduction, 32(5), 1064-1074. 

Poncian, J. (2015). Christian-Muslim relations in Tanzania: A threat to future stability and 

peace? Research on Humanities and Social Sciences, 5(3), 54-64. 

Pontzen, B. (2021). Islam in a zongo: Muslim lifeworlds in Asante, Ghana (Vol. 62). 

Cambridge University Press, Cambridge. 

Posnansky, M. (2015). Begho: life and times. Journal of West African History, 1(2), 95-118. 

Quarcoo, A.K., Peil, M., & Addo, N.O. (1967). Madina survey: a study of the structure and 

development of a contemporary sub-urban settlement. Institute of African Studies, Legon, 

Accra 

Quashigah, K. (2015). Religion and the secular state in Ghana. Religion and the Secular State, 

331-340. 



195 
 

Quinlan, M.B. (2011). Ethnomedicine. In A Companion to Medical Anthropology (eds M. 

Singer and P.I. Erickson), Wiley and Blckwell, West- Sussex, UK. 

Rizk, D.E., El-Zubeir, M.A., Al-Dhaheri, A.M., Al-Mansouri, F.R., & Al-Jenaibi, H.S. (2005). 

Determinants of women's choice of their obstetrician and gynecologist provider in the 

UAE. Acta Obstetricia et Gynecologica Scandinavica, 84(1), 48-53. 

Rizvi, S.A.H., Naqvi, S.A., Hussain, M., & Hasan, A.S. (1999). Religious circumcision: a 

Muslim view. BJU international, 83(S1), 13-16. 

Salisu, A., & Prinz, V. (2009). Health care in Ghana. Wien: Austrian Centre for Country of 

Origin & Asylum Research and Documentation (ACCORD). 

Samwini, N. (2006). The Muslim resurgence in Ghana since 1950: Its effects upon Muslims 

and Muslim-Christian relations, 7. LIT Verlag, Germany. 

Samwini, N.I. (2011). The need for and importance of dialogue of life in community building: 

the case of selected West African nations. Journal of Interreligious Studies, (6), 9-14. 

Sanneh, L. (2015). Piety and Power: Muslims and Christians in West Africa. Orbis Books. 

New York. 

Sanneh, L. 1997. The crown and the turban: Muslims and West African pluralism. Westview 

Press, Boulder, Colorado. 

Sarbah, C.E. (2023). Planting Islam in Ghana: A Critical Review of the Approaches. Journal 

for the Study of Religion, 36(2), 1-20. 

Sarmiento, I., Zuluaga, G., & Andersson, N. (2016). Traditional medicine used in childbirth 

and for childhood diarrhoea in Nigeria's Cross River State: interviews with traditional 

practitioners and a statewide cross-sectional study. BMJ Open, 6(4), 1-8. 

Sarpong, N., Loag, W., Fobil, J., Meyer, C.G., Adu‐Sarkodie, Y., May, J., & Schwarz, N.G. 

(2010). National health insurance coverage and socio‐economic status in a rural district of 

Ghana. Tropical Medicine & International Health, 15(2), 191-197. 

Schmid, P. (2013). Medicine, faith and politics in Agogo: a history of health care delivery in 

rural Ghana, Ca. 1925 to 1980, 13. LIT Verlag, Germany. 

Senah, K. (2003). Maternal mortality in Ghana: the other side. Institute of African Studies 

Research Review, 19(1), 47-55. 

Senah, K.A. (1997). Money be man: The popularity of medicines in a rural Ghanaian 

community. Het Spinhuis, Amsterdam. 

Senah, K., Adusei, J., & Akor, S. (2001). A baseline study into traditional medicine in 

Ghana. MOH/DANIDA Project, 80. 

Shaibu, I. A. (2021). Nehemiah fundraising strategy: A model for the Ghanaian church. E-

Journal of Religious and Theological Studies (ERATS), 7(2), 30-36. 

Shaikh, B.T., Haran, D., Hatcher, J., & Azam, S.I. (2008). Studying health-seeking behaviour: 

collecting reliable data, conducting comprehensive analysis. Journal of Biosocial 

Science, 40(1), 53-68. 



196 
 

Sharkey, H.J. (2002). Christians among Muslims: The church missionary society in the 

Northern Sudan. The Journal of African History, 43(1), 51-75. 

Simons, H.W. (2011). Persuasion:Understanding, Practice, and Analysis. Addison-Wesley 

Publishing Company, Boston, MA. 

Smith, R., Jones, S.K., & Smith, R. (2008). The end of disease and the beginning of health. BMJ 

Group Blogs. 

Smith, T.B., McCullough, M.E., & Poll, J. (2003). Religiousness and depression: evidence for 

a main effect and the moderating influence of stressful life events. Psychological 

bulletin, 129(4), 614-636. 

Soares, B. (2016). Reflections on Muslim-Christian encounters in West Africa. Africa, 86(4), 

673-697. 

Soares, B.F. (2006). Introduction: Muslim-Christian Encounters in Africa. In Muslim-

Christian Encounters in Africa (pp. 1-16). Brill, Leiden 

Soothill, J.E. (2007). Gender, social change and spiritual power: charismatic Christianity in 

Ghana, 30. Brill, Leiden 

Sorenson, A.M., Grindstaff, C.F., & Turner, R.J. (1995). Religious involvement among 

unmarried adolescent mothers: A source of emotional support? Sociology of Religion, 56(1), 

71-81. 

Staunton, I. (1990). Mothers of the Revolution: The War Experiences of Thirty Zimbabwean 

Women. Baobab Books, Harare. 

Strawbridge, W.J., Shema, S.J., Cohen, R.D., & Kaplan, G.A. (2001). Religious attendance 

increases survival by improving and maintaining good health behaviors, mental health, and 

social relationships. Annals of Behavioral Medicine, 23(1), 68-74. 

Thomas, A. (2003). Circumcision: an ethnomedical study. Gilgal Society, London. 

Tierney, J. (2003). Circumcision. In The Catholic Encyclopedia. Robert Appleton Company, 

New York. 

Triaud, J.L. (2014). Giving a name to Islam south of the Sahara: an adventure in taxonomy. The 

Journal of African History, 55(1), 3-15. 

Tubesing, D.A., Holinger, P.C., Westberg, G.E., & Lighter, E.A. (1977). The Wholistic Health 

Center Project: An action-research model for providing preventive, whole-person health care 

at the primary level. Medical Care, 15(3), 217-227. 

Turkson, P.K. (2007). Ghana: If Islam becomes an Enigma.  Oasis Center. 

Van der Geest, S., & Finkler, K. (2004). Hospital ethnography: introduction. Social Science & 

Medicine, 59(10), 1995-2001. 

Van der Geest, S., & Sarkodie, S. (1998). The fake patient: A research experiment in a 

Ghanaian hospital. Social Science & Medicine, 47(9), 1373-1381. 



197 
 

VanderWeele, T. J. (2017). Religion and health: A synthesis. In M. J. Balboni & J. R. Peteet 

(Eds.), Spirituality and religion within the culture of medicine: From evidence to practice (p. 

357–401). Oxford University Press, Oxford. 

Von Sicard, S. (2007). Christian–Muslim Relations in Sub-Saharan Africa. Oxford University 

Press, Oxford. 

Wadie, N.A., & Gaber, N.M. (2018). Health Seeking Behavior among Mentally and Physically 

Ill Patients: A Comparative Study. COJ Nursing & Healthcare, 3(2), 265-271. 

Wandusim, M.F. (2015). Interfaith Dialogue and Christian Witness: Exploring the Challenges 

and Tensions Involved From a Ghanaian Perspective. Journal of Advocacy, Research and 

Education, 3(2), 166-172. 

Ward, H., Mertens, T.E., & Thomas, C. (1997). Health-seeking behaviour and the control of 

sexually transmitted disease. Health Policy and Planning, 12(1), 19-28. 

Weiss, H. (2008). Chapter Five: Muslims within the Colonial State. Studia Orientalia 

Electronica, 105, 247-316. 

Weiss, H.A., Larke, N., Halperin, D., & Schenker, I. (2010). Complications of circumcision in 

male neonates, infants and children: a systematic review. BMC Urology, 10, 1-13. 

Weiss, M. (1993). Bedside manners: Paradoxes of physician behavior in grand rounds. Culture, 

medicine and psychiatry, 17(2), 235-253. 

Westberg, G. (1986). The role of congregations in preventive medicine. Journal of Religion 

and Health, 25, 193-197. 

Westberg, G.E. (1961). Minister and doctor meet. Harper & Brothers, New York. 

Westberg, G.E., & McNamara, J.W. (1990). The parish nurse: Providing a minister of health 

for your congregation. Augsburg Fortress Press, Minneapolis. 

Westberg, J., & Johnson, G.T. (2015). Gentle rebel: The life and work of Granger Westberg, 

pioneer in whole person care. Church Health, Memphis, TN 

Westercamp, N., & Bailey, R.C. (2007). Acceptability of male circumcision for prevention of 

HIV/AIDS in sub-Saharan Africa: a review. AIDS and Behavior, 11, 341-355. 

White, P. (2015). The concept of diseases and health care in African traditional religion in 

Ghana. HTS: Theological Studies, 71(3), 1-7. 

World Health Organisation & UNAIDS. (2008). Male circumcision: global trends and 

determinants of prevalence, safety and acceptability. World Health Organisation. 

Wrigley-Asante, C. (2011). Women becoming bosses: Changing gender roles and decision 

making in Dangme West District of Ghana. Ghana Journal of Geography, 3, 60-87. 

Yankson, P.W., & Bertrand, M. (2012). The mobile city of Accra: Urban Families, Housing 

and Residential Practices. CODESRIA, Dakar, Senegal. 

Yao, H., Chan, C.H.Y., & Chan, C.L.W. (2018). Childbearing importance: A qualitative study 

of women with infertility in China. Research in Nursing & Health, 41(1), 69-77. 



198 
 

Yeboah, P., & Buckle, G. (2017). The evolving partnership between the Government of Ghana 

and national faith-based health providers: leadership perspective and experiences from the 

Christian Health Association of Ghana. Development in Practice, 27(5), 766-774. 

Yevoo, L.L., Agyepong, I.A., Gerrits, T., & Van Dijk, H. (2020). Improvisation and harm 

avoidance: An ethnographic study of adherence to postnatal care protocols in two hospitals in 

Southern Ghana. Midwifery, 82, 1-11. 

Yusuf, H. B. (2007). Managing Muslim–Christian conflicts in northern Nigeria: A case study 

of Kaduna state. Islam-Christian Muslim Relations, 18(2), 237-256. 

Zakariyah, L. (2012). Necessity as a pretext for violation of Islamic Commercial Law: A 

Scenario of Mortgage Contract in the UK. Journal of Islamic Economics, Banking, and 

Finance, 8(1), 35-52 

Zaman, S. (2005). Broken limbs, broken lives: Ethnography of a hospital ward in Bangladesh, 

13. Het Spinhuis, Amsterdam. 

Zegers-Hochschild, F., Adamson, G.D., Dyer, S., Racowsky, C., De Mouzon, J., Sokol, R., ... 

& Van Der Poel, S. (2017). The international glossary on infertility and fertility care, 

2017. Human reproduction, 32(9), 1786-1801. 

Ziebarth, D.J. (2016). Wholistic health care: Evolutionary conceptual analysis. Journal of 

Religion and Health, 55(5), 1800-1823. 

 

Other Sources 

https://www.peacecouncil.gov.gh 

htpps://www.adrdaily.com 

https://www.myjoyonline.com/religious-discrimination-christian-council-suggests-court-

action-for-aggrieved-moslem-groups/ 

htpps://www.citinewsroom.com 

htpps://www.thebftonline.com.gh 

https://www.statsghana.gov.gh 

https://www.scontent.facc5-1.fna.fbcdn.net 

https://thechurchnews.com/global,gh 

https://www.britannica.com/ 

https://www.gbcghanaonline.com 

https://www.maps.google.com 

https://www.who.int/about/governance/constitution  

https://www.who.int/health-topics/social-determinants-of-health 

https://www.info@moh.gov.gh accessed on 20/09/2023 



199 
 

https://www.moh.gov.gh/wp-content/uploads/2022/09/HSMTDP_2022-2025.docx14.pdf 

https://www.moh.gov.gh/wp-content/uploads/2016/02/2014-2017-Health-sector-medium-

term-dev-plan.pdf 

https://www.moh.gov.gh/wp-content/uploads/2016/02/Standard-Hospital.pdf 

https://iris.who.int/bitstream/handle/10665/43432/9241563176_eng.pdf 

https://www.thecophq.org 

https://www.apostolicfaith.org 

https://www.pulse.com.gh 

https://www.thedistin.com.gh 

https://www.who.int/health-topics/traditional-complementary-and-integrative-medicine 

https://www.ghanabusinessnews.com/2017/09/02/christian-health-association-of-ghana-is-

50-years/ 

htpps://www.chag.org.gh 

https://chag.org.gh/vison-mission/ 

https://www.distancesfrom.com 

https://eyeonglobalhealth.com/2016/11/10/healthcare-system-in-ghana-problems-ways-

forward/ 

https: www.ghanawed.com 

https://doi.org/10.1080/17432200.2022.2111113 

https://constitutionnet.org/sites/default/files/Ghana%20Constitution.pdf 

https://apps.who.int/iris/bitstream/handle/10665/40564/WHO_TRS_261.pdf 

https://teachmint.storage.googleapis.com/public/645951545/StudyMaterial/12ce0769-4037-

467c-b14d-5d540bf73842.pdf 

Women in Ghana. (2017). In Wikipedia. Retrieved from 

https://en.wikipedia.org/wiki/Women_in_Ghana 

https://med.virginia.edu/family-medicine/wp-content/uploads/sites/285/2018/03/Sylvia-

Kauffman-IFMC-final-paper_provider-gender-preference.pdf 

https://www.urbrel.hypotheses.org; Religion and Urbanity: A Brief Introduction 

https://apps.who.int/iris/bitstream/10665/44478/1/9789241500753_eng.pdf 

https://www.who.int/news-room/questions-and-answers/item/traditional-medicine 

 

 




