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ABSTRACT

Objective: This study examined the relationship between adults’ religious affiliation and their attitudes as they relate to non-
communicable diseases (NCDs) among children. It also looked at how attitudes in turn influence how adults perceive NCDs
among children and how those affected by the disease seek care for diseased children.
Design: The study was conducted in three regions purposively selected to include all the major ethnic groups in the country and
the religions they are affiliated to. The regions are Greater Accra, Ashanti and Volta. Data from 119 respondents were analysed
for this study. Descriptive statistics were used to show the characteristics of the respondents. Chi-Square tests were used to show
the association between background characteristics of the respondents and their health seeking behaviour. The significant level
was set at 0.05.
Results: Christians constituted the largest proportion of respondents and the highest proportion of them (41.2%) were Charis-
matic/Pentecostals. The majority (99.2%) used biomedical treatments for their children’s condition, followed by herbal medication
(50.5%), prayer camps (47.1%), herbal treatment (43.0%) and spiritual intervention (22.9%). The findings showed that seeking
treatment from prayer camps, seeking herbal treatment and spiritual interventions did not vary by religious affiliations of the
respondents.
Conclusions: This study showed that majority of the respondents sought biomedical treatment for their children with NCDs and
more than half use herbal preparations. The findings from this study confirmed other studies that in emergency situations, many
Ghanaians seek help from any source including those outside their normal range of religious activities. This probably explains
why health seeking behaviour did not vary by religious affiliations. There is need for extended studies to explore this further.
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1. INTRODUCTION

Chronic non-communicable diseases (NCDs) are a global
health problem and a threat to human health and develop-

ment.[1] Most of the deaths due to chronic diseases (80%)
globally occur in low- and middle-income countries.[2] Sub-
Saharan Africa is experiencing an increasing prevalence of
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chronic NCDs such as diabetes and hypertension.[2] For ex-
ample, 12.1 million people were estimated to be living with
diabetes in Africa in 2010, and this is projected to increase
to 23.9 million by 2030.[3] The prevalence of hypertension
in Africa has been found to be rapidly increasing, ranging
from 3% in rural areas to 30% in some urban settings.[4]

Studies have shown that NCDs, particularly hypertension,
may begin in adolescence or during childhood before be-
ing evidently noticed in adulthood.[5, 6] Conditions such as
hypertension in adolescents often go undiscovered because
that age group are generally healthy and visit a physician or
medical professional only when they are very ill.[7] Evidence
shows that in children, blood pressure tracking patterns con-
firm that persistent blood pressure elevation may be related
to hypertension in adulthood.[8, 9]

In Ghana, the major causes of disability and death have
shifted from predominantly communicable diseases to a com-
bination of communicable and chronic NCDs over the last
few decades. In particular, since the early 1990s, Ghana has
seen a growing chronic disease burden with the major NCDs
being hypertension, stroke, diabetes and cancers.[10] There is
scarce data on prevalence of NCDs among children in Ghana.
However, a study conducted by Agyemang et al. (2005)
among children aged 8-16 in the Ashanti Region showed
that blood pressure increased with increasing age. Results
from the study further showed that rural boys had a lower
systolic and diastolic blood pressure than semi-urban boys
and lower systolic blood pressure than urban boys. In that
study, girls had a higher blood pressure than boys.[11] The
results in that study were similar to another study in Nigeria
among adolescents where male and female urban-dwelling
adolescents had significantly higher systolic blood pressure
compared to their counterparts living in the non-urban areas,
even after adjusting for age and height.[12] In another study
conducted in Sousse, Tunisia, the prevalence of arterial hy-
pertension was 9.6%, with no significant difference between
boys (9.2%) and girls (9.9%).[13] A study by Ohene et al.
(2009), examining autopsy cases at the Korle Bu Teaching
Hospital in Ghana revealed that 41% of adolescents aged
10-19 years died of NCDs.[14] These initial facts underscore
the urgent need for public health measures to prevent in-
creasing prevalence of NCDs from becoming a public health
burden in Ghana among children or adolescents.

As dependents, somebody has to take the decision to seek
medical attention on behalf of children. It is therefore im-
portant to take into consideration the attitudes adults who
take care of children with NCDs have about the disease
hence this study. Myers defines attitude as “a favourable
or unfavourable evaluative reaction toward something or
somebody exhibited in one’s beliefs, feelings, or intended

behavior”.[15] He further adds that attitudes predict behavior
and vice versa depending on the prevailing circumstances.
Attitude therefore permeates all aspects of life. Our likes and
dislikes are driven by the attitudes we form about various
things and issues ranging from the food we eat to the political
ideologies we identify with.

Having certain beliefs informs the kind of attitude a person
will have regarding certain issues and this will in turn affect
how the person behaves and even what the person thinks is
the right behaviour for every human being. There is a close
link between beliefs and religion. One definition of religion
is “a personal set or institutionalized system of religious at-
titudes, beliefs and practices”.[16] Thus, religion is not just
what people do in church on Sundays or in the mosque on
Fridays but it is a way of life for people in that it determines
what they would consider right or wrong. Obviously, the
influence of religion is so strong that, like attitude, it per-
meates almost all aspects of society. It would therefore be
interesting to see the relationship between adults’ religious
affiliation and their attitudes as they relate to NCDs among
children and how these attitudes in turn influence how they
perceive NCDs among children and how those affected by
the disease seek care for diseased children.

In many traditional societies in Ghana, there is the belief that
children were reincarnated people who had lived and died in
previous generations. They were thus accorded some respect
and were given the necessary protection and proper social-
ization in the expectation that they would grow to become
responsible members of society. There is also their funda-
mental role as future insurance for their families.[17] They
were thus expected to be healthy enough to live and grow
into adulthood and play the role ascribed to them by society.
Otherwise, all effort invested in such children would have
gone to waste and some believe the practice of infanticide in
some African societies in the past was purposely to ensure
that only healthy children survived.[18, 19] Hill and Ball[18]

list among the most common reasons for infanticide low
likelihood for survival. Daly and Wilson[19] also observed
poor infant quality, manifesting as deformity or illness, as the
most commonly reported cause of infanticide. Most NCDs
among children fall into this category. It must be emphasized
that although western influence has penetrated deep into the
African cultural fabric,[17] the continent is still very much tra-
ditional and at best is in a period of transition. Cultural and
religious beliefs and practices therefore, still loom heavily on
the way children are brought up in many African and for that
matter, Ghanaian societies, including care-giving when they
are sick. A number of studies conducted in Ghana indicate
that attitudes to diseases, NCDs in particular, and beliefs
about them are still largely determined by cultural practices
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and religious doctrines. Health seeking behaviour and care
for children is not done in the absence of beliefs about the
causes of diseases. Such beliefs are associated with religious
practices as well as culturally determined attitude to disease.
NCDs are explained as results of the activities of supernat-
ural powers and as such should be treated by reference to
prayer or supernatural sources of treatment or cure.[20, 21]

2. METHODS
2.1 Study sites
This paper is an aspect of the link between religious beliefs
and health seeking behaviours that came from a bigger study
which was conducted in three regions including Greater Ac-
cra, Ashanti and the Volta. The regions were purposively
selected to ensure that many of the major ethnic groups, as
well as the religions they are affiliated to, are captured in
the study. The inclusion of Greater Accra and Ashanti re-
gions in particular enabled members of some of the ethnic
groups in the north of the country to be captured in the study.
This is because Greater Accra, home of the national capital,
accommodates many ethnic groups in the country. Simi-
larly, Ashanti Region with the second largest city in Ghana,
Kumasi, is as equally cosmopolitan as the national capital,
Accra, due to its central location in the country. The two
cities also host Ghana’s leading tertiary hospitals, Korle Bu
Teaching Hospital and Komfo Anokye Teaching Hospital, to
which most cases of NCDs are referred. These notwithstand-
ing, the study cannot be said to be nationally representative
and care must be taken with the interpretation of the results.

2.2 Data sources
The study used both quantitative and qualitative research
approaches to gather data and other information from adults
aged 18 years and over. Quantitative data were collected
from two sources, the general population and care givers
aged 18 years and over who were caring for children with
NCDs in some selected health facilities. The caregivers were
encountered at the health facilities where they were taking
care of their sick children. This study is based on the care-
givers’ data which covered 225 respondents, 91 in Greater
Accra, 100 in Ashanti and 34 in Volta. In Accra and Kumasi
the two teaching hospitals there were big enough to serve
the purpose of the study in the Greater Accra and Ashanti
regions respectively. In the Volta Region, however, the care-
givers’ survey was spread over four facilities, namely Battor
Catholic Hospital, Ho Municipal Hospital, Ho Regional Hos-
pital and Mater Ecclesia. These are smaller facilities and
therefore, the need to cover all of them to ensure that enough
cases were covered.

The analysis was based on 119 respondents as 26 were miss-
ing due to non-responses.

3. RESULTS

3.1 Background characteristics of parents
The results show that all the respondents belong to one of
the religious affiliations because none falls under the ‘no
religion’ category (see Table 1). More than eight out of ten
of the respondents are Christians, with the highest proportion
being Charismatic/Pentecostals (41.2%). Also, nearly 14%
are Muslims and about 2% are Traditionalist/spiritualists.
The mean age of the respondents is 36.3 (SD = 9.9) and
a highest proportion of the parents (21.0%) are between
35-39 years. The least proportion of the respondents (3.4%)
is found in the 15-19 years age group. More than seven
out of ten of the respondents (72.3%) were females and a
higher proportion (42.0%) has secondary and above educa-
tion while less than 10% (6.7%) had no education. More than
half (55.5%) are Akan and more than four-fifth (83.2%) are
living in urban areas. Further, the largest proportion (38.7%)
is in sales, about 16% are professionals and the rest are in
skilled manual and unskilled manual work (26.1% and 19.3%
respectively). More than 70% are married and an appreciable
minority (41.2%) has the belief that chronic disease cannot
be treated in a hospital.

3.2 Health seeking behaviour
Table 2 shows the health seeking behaviour of parents who
have children living with chronic diseases. Prayer camps in
the table are all Christian institutions. Some are privately
owned while others operate under some of the established
churches especially the Charismatic/Pentecostal ones. As
their names go, they are camps where patients can go and
stay for days to get their diseases cured. Some prayer camps
combine prayers and the administration of medicine either
orthodox or herbal, in the treatment of their patients. Spir-
itual intervention on the other hand, can come from any
source, including Christian, Islamic, traditional and others.
The interventions do not involve any medication and are
non-residential. Similarly, herbal treatments are linked to
herbalists or fetish priests. These combine herbal prepa-
rations with other spiritual activities for the treatment of
their patients which may involve residence at a shrine for
some days. Herbal medications are just medicines made
from herbs. They can be bought from anywhere, including
pharmacies, with or without prescription.

Table 2 shows that almost all the parents (99.2%) seek
biomedical treatment for their children with NCDs. More
than four out of ten (47.1%) go to prayer camps for their
children’s condition and more than one-fifth (22.9%) seek
spiritual intervention. Another 43% use herbal treatment and
a little over half (50.5%) resort to herbal medication for their
children’s chronic conditions. The difference between herbal
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treatment and herbal medication is that, in the case of the for-
mer some consultation with a practitioner (such as a herbalist
or fetish priest) is involved while the latter involves just the
use of a herbal preparation that could be bought anywhere.

Table 1. Background characteristics of parents
 

 

Background characteristics Percentage 
Number  
(N = 119) 

Religion 

Catholic 8.4 10 

Protestant/Anglican/Presbyterian 35.2 42 

Charismatic/Pentecostal 41.2 49 

Moslem 13.5 16 

Traditional/Spiritualist 1.7 2 

Age 

15-19 3.4 4 

20-24 9.2 11 

25-29 12.6 15 

30-34 16.8 20 

35-39 21.0 25 

40-44 18.5 22 

45-49 10.1 12 

50+ 8.4 10 

Sex 

Male 27.7 33 

Female 72.3 86 

Level of education 

No education 6.7 8 

Primary 13.5 16 

Middle/JHS 37.8 45 

Secondary /Higher 42.0 50 

Place of residence 

Urban 83.2 99 

Peri-urban 7.6 9 

Rural 9.2 11 

Ethnicity 

Akan 55.5 66 

Ga-Adamgbe 12.6 15 

Ewe 14.3 17 

Mole-Dagbani 10.1 12 

Other Ghanaian 7.6 9 

Occupation 

Professional 16.0 19 

Sales related 38.7 46 

Agric/homemaker/artisan 26.1 31 

Unskilled/other 19.3 23 

Marital status 

Never married 19.3 23 

Married 73.1 87 

Formerly 7.6 9 

Belief (NCDs cannot be treated in a hospital) 

No 41.2 49 

Yes 58.8 70 

 

Table 2. Health seeking behaviour of parents
 

 

Health seeking behaviour Percentage Number 

Biomedical 99.2 118 

Prayer camps 47.1 56 

Spiritual intervention 22.9 27 

Herbal treatment 42.9 51 

Herbal medication 50.5 60 

 

3.3 Religion, background characteristics and seeking
treatment from prayer camps

Table 3 shows the association between religion, other back-
ground characteristics of parents whose children are living
with chronic conditions and receiving treatment from prayer
camps. The results show that age and sex of the parents have
significant associations with seeking treatment from prayer
camps while religion, level of education, place of residence,
ethnicity, occupation, and marital status do not have signifi-
cant association with seeking treatment from prayer camps.
However, distribution among the various religious groupings
shows an interesting pattern. More than half of caregivers
who are Charismatic/Pentecostal Christians (53.1%) seek
treatment from prayer camps for their children’s NCDs fol-
lowed closely by those who are Protestants (Anglican and
Presbyterians) with 47.65%. Just about one-third of those
who are Catholics (30.0%) visit prayer camps for the treat-
ment of their children’s NCD condition. This is as should be
expected because in Ghana Charismatic/Pentecostal Chris-
tians are known to be more spiritually inclined than the
Protestants who are also perceived to be more spiritually
inclined than Catholics.

In fact in Ghana Charismatic/Pentecostal Churches are
known generally as spiritual churches. Generally more Chris-
tians seek treatment for their children from prayer camps than
Muslims. It is worth noting however, that a higher proportion
of Muslims use prayer camps than Catholics (37.5% versus
30%). Similarly, far more Traditionalists (50%) seek treat-
ment from prayer camps than Catholics and Protestants. In
Ghana, prayer camps are invariably Christian healing centres.
That then confirms Atiemo’s observation that in emergency
situations, many Ghanaians would not mind going outside
their normal range of religious activities if they perceive that
there is the possibility of obtaining help there.[22]

All the caregivers between 15-19 years seek treatment from
prayer camps for their children’s condition and more than
half of those between 30-34 years and 40-44 years also visit
the prayer camps (65.0% and 54.6% respectively). Further,
the results show that more than half of females (53.5%) seek
treatment from prayer camps compared to just about one-
third (30.3%) of their male counterparts who do same. This
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indicates that a higher proportion of females seek treatment
from prayer camps. Also, having the belief that the chronic
conditions cannot be treated in the hospital is not significantly
associated with receiving treatment from prayer camps.

3.4 Background characteristics and herbal treatment
It could be found from Table 4 that there is no significant
association between the religious affiliations of parents and
seeking herbal treatment for children’s chronic conditions.
Further, the other background characteristics like age, sex,
level of education, place of residence, ethnicity, occupation
and marital status are not significantly associated with seek-
ing herbal treatment. From the table, half of the parents
who are Catholics, Muslims, and Traditionalists/Spiritualists
seek herbal treatment. By comparison, just about 43.0% of
the parents who are Protestants and 39.0% of those who are
Charismatic/Pentecostal do seek herbal treatment for their
children’s condition.

In Ghana there is confusion over herbal treatment. Most
traditional healing is linked to fetish shrines whose main
ingredient for treatment is herbal base. Even where the tra-
ditional healer is not visibly linked to a shrine, his activities
are often shrouded in secrecy amidst some superstitious be-
liefs. Some Christians, especially the spiritually inclined,
do not feel comfortable going to such healers for treatment.
In recent times, however, attempts have been made to pop-
ularize herbal treatment and many of the preparations have
gone scientific. That, in a way, is helping to break the barri-
ers. However, having the belief that the children’s chronic
conditions cannot be treated in the hospital is significantly
associated with seeking herbal treatment. For instance, more
than half of parents (51.4%) who have the belief that chronic
conditions cannot be treated in the hospital seek herbal treat-
ment, while about one-third (30.6%) of those who belief that
chronic conditions can be treated in the hospital seek herbal
treatment.

3.5 Background characteristics and seeking spiritual in-
tervention

Table 5 shows that there is no significant association be-
tween religion, other background characteristics of respon-
dents and seeking spiritual intervention. The table shows
that no Catholic sought spiritual intervention for their chil-
dren’s chronic condition but half of those who are Traditional-
ist/Spiritualist did so. Also, less than a third of those who are
Protestants and Charismatic/Pentecostals (23.8% and 28.6%
respectively) sought spiritual intervention for their children’s
conditions. A higher proportion of those who are 50 years
and above (77.8%) sought spiritual intervention while none
of those between 20-24 years sought spiritual intervention

for their children’s conditions. Further, almost equal pro-
portion of males and females sought spiritual intervention
(21.9% and 23.3% respectively). In terms of the level of
education, more than one-fifth of parents with Middle/JHS
and secondary education sought spiritual intervention. Also,
a higher proportion of parents in the peri-urban areas (33.3%)
sought spiritual intervention and about one-fourth of those
who are Akan, Ga-Adamgbe and Ewe (25.8%, 26.7% and
25.0% respectively) sought spiritual intervention for their
children’s condition. An equal number of parents in sales
related jobs and those in unskilled jobs (26.1%) and a higher
proportion of those who are formerly married (44.4%) sought
spiritual intervention. There is not much variation in spiritual
health seeking behaviour of parents who believe that NCDs
can be treated in hospital and those who are against such
belief.

4. DISCUSSION

The health seeking behavior of parents of children with
NCDs brings out an interesting picture. The use of biomed-
ical sources of treatment is almost universal (99.2%) and,
in addition, a little over half of them (50.5%) use herbal
preparations. Resort to spiritual media for the solution of the
NCDs ranks lowest in parents’ list of priority. That seems to
suggest that Ghanaians are still operating within the frame-
work of the germ theory of disease.[23, 24] Thus, they believe
that the diseases that afflict their children were caused by
some microorganisms. Ghanaians are just emerging out of
the situation where we were almost totally besieged by in-
fectious diseases.[10] The idea that diseases are caused by
“mmoawamoawa” (Small, small animals), as the Akans put
it, is very much ingrained in the minds of people. Many
people will, therefore, use things they know or believe can
attack these organisms.

Beyond medication, visit to prayer camps and treatment by
herbalists come next. Some of these come with a combina-
tion of spiritual interventions and some medication. That
explains why they rate much higher than purely spiritual
intervention, which often comes as the last and only resort.
In that sense, we can also say that some Ghanaians are oper-
ating within the health belief model, which stipulates that a
person will take an action related to health if he/she:

(1) feels that a negative health condition can be avoided
(2) has a positive expectation that by taking a recom-

mended action, he/she will avoid a negative health
condition, and

(3) believes that he/she can successfully take a recom-
mended health action.[25]
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Table 3. Background characteristics and use of prayer camps
 

 

Background characteristics 
 Prayer camp treatment  

Chi-square 
 

p-value 
 

 Yes No    

Religion 

Catholic  30.0 70.0  2.476  .649  

Protestant/Anglican/Presbyterian  47.6 52.4    

Charismatic/Pentecostal  53.1 46.9    

Moslem  37.5 62.5    

Traditional/Spiritualist  50.0 50.0    

Age 

15-19  100.0 0.0  13.128  .069  

20-24  27.3 72.7    

25-29  26.7 73.3    

30-34  65.0 35.0    

35-39  48.0 52.0    

40-44  54.6 45.4    

45-49  41.7 58.3    

50+  30.0 70.0    

Sex 

Male  30.3 69.7  5.146  .023  

Female  53.5 46.5    

Level of education 

No education  50.0 50.0  3.82  .282  

Primary  43.8 56.2    

Middle/JHS  57.8 42.2    

Secondary/Higher  38.0 62.0    

Place of residence 

Urban  48.5 51.5  0.611  .737  

Peri-urban  44.4 55.6    

Rural  36.4 63.6    

Ethnicity 

Akan  45.5 54.5  1.736  .784  

Ga-Adamgbe  46.7 53.3    

Ewe  58.8 41.2    

Mole-Dagbani  50.0 50.0    

Other Ghanaian  33.3 66.7    

Occupation 

Professional  31.6 68.4  2.859  .414  

Sales related  54.4 45.6    

Agric/homemaker/artisan  45.2 54.8    

Unskilled/other  47.8 52.2    

Marital status 

Never married  43.5 56.5  0.1948  .907  

Married  48.3 51.7    

Formerly  44.4 55.6    

Belief that NCDs cannot be treated in the hospital 

No  53.1 46.0  1.205  .272  

Yes  42.9 57.1        

Note. P is significant at 90% and 95% 
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Table 4. Background characteristics and herbal treatment
 

 

Background characteristics  
Herbal treatment 

 
Chi-square  p-value  

Yes No 

Religion 

Catholic  50.0 50.0 0.917  .922  

Protestant/Anglican/Presbyterian  42.9 57.1    

Charismatic/Pentecostal  38.8 61.2    

Moslem  50.0 50.0    

Traditional/Spiritualist  50.0 50.0    

Age 

15-19  0.0 100.0 9.718  .205  

20-24  18.2 81.8    

25-29  40.0 60.0    

30-34  35.0 65.0    

35-39  56.0 44.0    

40-44  50.0 50.0    

45-49  41.7 58.3    

50+  60.0 40.0    

Sex 

Male  42.4 57.6 0.004  .953  

Female  43.0 57.0    

Level of education 

No education  50.0 50.0 3.025  .388  

Primary  43.8 56.2    

Middle/JHS  51.1 48.9    

Secondary/Higher  34.0 66.0    

Place of residence 

Urban  44.4 55.6 1.697  .428  

Peri-urban  22.2 77.8    

Rural  45.5 54.5    

Ethnicity 

Akan  47.0 53.0 2.526  .64  

Ga-Adamgbe  33.3 66.7    

Ewe  29.4 70.6    

Mole-dagbani  50.0 50.0    

Other Ghanaian  44.4 55.6    

Occupation 

Professional  26.3 73.7 3.37  .338  

Sales related  45.7 54.4    

Agric/homemaker/artisan  51.6 48.4    

Unskilled/other  39.1 60.9    

Marital status 

Never married  39.1 60.9 2.291  .318  

Married  41.4 58.6    

Formerly  66.7 33.3    

Belief (NCDs cannot be treated in a hospital) 

No  30.6 69.4 5.1  .024  

Yes  51.4 48.6       

Note. p is significant at 90% and 95% 
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Table 5. Background characteristics and spiritual intervention
 

 

Background characteristics Yes No Chi-square p-value 

Religion 

Catholic 0.0 100.0 5.401 .249 

Protestant/Anglican/Presbyterian 23.8 76.2 

Charismatic/Pentecostal 28.6 71.4 

Moslem 12.5 87.5 

Traditional/Spiritualist 50.0 50.0 

Age 

15-19 25.0 75.0 4.701 .696 

20-24 0.0 100.0 

25-29 33.3 66.7 

30-34 20.0 80.0 

35-39 28.0 72.0 

40-44 22.7 77.3 

45-49 25.0 75.0 

50+ 77.8 22.2 

Sex 

Male 21.9 78.1 0.0252 .874 

Female 23.3 76.7 

Level of education 

No education 12.5 87.5 1.734 .629 

Primary 18.8 81.2 

Middle/JHS 28.9 71.1 

Secondary /Higher 20.4 79.6 

Place of residence 

Urban 22.5 77.5 0.705 .703 

Peri-urban 33.3 66.7 

Rural 18.2 81.8 

Ethnicity 

Akan 25.8 74.2 2.618 .624 

Ga-Adamgbe 26.7 73.3 

Ewe 25.0 75.0 

Mole-Dagbani 8.3 91.7 

Other Ghanaian 11.1 88.9 

Occupation 

Professional 16.7 83.3 1.014 .798 

Sales related 26.1 73.9 

Agric/homemaker/artisan 19.4 80.7 

Unskilled/other 26.1 73.9 

Marital status 

Never married 22.7 77.3 2.609 .271 

Married 20.7 79.3 

Formerly 44.4 55.6 

Belief (NCDs cannot be treated in a hospital) 

No 21.7 78.3 0.123 .726 

Yes 24.5 75.5     

Note. p is significant at 90% and 95% 
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The move also underscores Rosenstock et al.’s concept of
self-efficacy, which relates to one’s confidence in the ability
to successfully perform an action in the face of the challenges
of dealing with diseases that are chronic.[25]

Atiemo[22] has recognized the widespread belief in Ghana
that spiritual power resides in the invisible world and can be
accessed for improving the quality of life. He refers to the
influence this belief has on private and public life in Ghana
as “spiritual capital”. In addition to being a feature of public
and private life, most people in Ghana tap religious resources
in their attempt to live a life of dignity and address life’s
challenges. Religion therefore occupies a central place in
the consciousness of people and has affected the way people
attempt to understand and relate to the world around them.
According to Atiemo,[22] religion is so pervasive in the life
of people that we can identify what he termed as “popular
religion”, which is the manifestation of religious faith at
the informal, unofficial level. It virtually runs through all
faiths and religions so that there is no boundary to where
people seek spiritual assistance in times of need. This may
explain why religion did not have significant association with
seeking treatment from prayer camps. Nonetheless, parents
from denominations known to be more spiritually inclined
(like the Charismatic/Pentecostals), were more likely to seek
treatment from prayer camps than those perceived to be less
spiritually inclined (like the Catholics).

5. CONCLUSIONS
The study aimed at looking at the relationship between adults’
religious affiliation and their attitudes and perceptions to chil-
dren’s NCDs and how care givers of children with NCDs seek
care for diseased children. Almost all the parents (99.2%)
seek biomedical treatment for their children with NCDs and
more than half use herbal preparations. That seems to sug-
gest that Ghanaians view NCDs with the lens of the germ
theory of disease. The religious affiliation of parents had no
significant association with seeking treatment from prayer

camps, herbal treatment and spiritual interventions. Out of
all the background characteristics, only age and sex of par-
ents had significant association with seeking treatment from
prayer camps. Parents who belong to Christian denomina-
tions which openly subscribe to spirituality such as Charis-
matic/Pentecostal Churches, known as spiritual churches in
Ghana, were more likely to patronize prayer camps than
those in other denominations as well as other religions. Gen-
erally more Christians seek treatment for their children from
prayer camps than Muslims. The fact that parents from
all religious affiliations, including Muslims and tradition-
alists, seek treatment for their children with NCDs from
prayer camps, confirms Atiemo’s assertion that in emergency
situations, many Ghanaians seek help from any source in-
cluding those outside their normal range of religious activi-
ties.[22] Among the Christians, Catholics were more likely
than parents from other Christian denominations to seek
herbal treatment for their children’s NCD condition, together
with Muslims and Traditionalists/Spiritualists. In Ghana,
there is the tendency for people to associate herbal treatment
with fetishism and this could explain the non-committal at-
titude of parents from the other Christian denominations
towards herbal treatment.
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