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ABSTRACT OF THE THESIS

From time immemorial, the search for healing has been an essential and universal
dimension of human life. Human beings are motivated by the natural and spontaneous instinct to
preserve life in its entirety, especially when health is threatened by sickness or disease. The mission to
heal belongs to all members of the human family, regardless of gender, race, age, or religion. The
Church bases her mission to heal on this prerogative and on Jesus’ mandate to his disciples to preach
and heal.

This study is a theological and pastoral analysis of the Church’s involvement in the
healing ministry among the Banyankore of the Archdiocese of Mbarara. The research investigates the
Church’s pastoral activity in this regard, examining the successes but also the challenges encountered.
From the hypothesis that a theological and pastoral analysis of the Church’s approach to the practice of
healing in the context of Christian living today, will help to develop an integrated healing mission for
the Church in the Archdiocese of Mbarara, the study set out to investigate the Church’s contribution to
the healing ministry at the local or diocesan level. It is an attempt to discover how best the Church can
use an integrated approach to healing to fulfill Christ’s legacy.

As illustrated in Chapter one, the present study uses the contextual approach to theology
inspired by Stephen Bevans’ Anthropological and Synthetic models of contextual theology, and Theresa
Okure’s Incarnational paradigm as theological key to inculturating the Church’s healing mission. The
local Church is perceived as agent and mediator of healing. The present study takes seriously people’s
cultural and native practices of healing, while at the same time acknowledging the contribution of other
healing traditions.

Grounded in the above approach, Chapter two of the thesis looks at the Church’s past
and present approach to healing in the Archdiocese of Mbarara. It becomes apparent that the Church’s
ministry of healing at this level lays greater emphasis on the medical model - through health care
services offered in hospitals, dispensaries, medical clinics. Yet this approach alone is insufficient to care
for all the sick and afflicted, and does not treat sicknesses that are not physiological in nature. People
search for alternatives, thus showing that there is a need for a more integrated approach to healing.

Chapter three studies the Banyankore native concepts and practices of healing. The study
reveals that because of their holistic world view, many sick Banyankore are attracted to native practices
of healing. This discovery further emphasizes the need for integration: some of the native beliefs and

practices of healing could enlighten the Church’s healing ministry.
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Chapter four is a christological analysis of the healing dimension in the various African
faces of Christ. All the dimensions contribute toward the image of Christ the Divine Healer. In other
words, Christ’s healing ministry as presented in the New Testament, and the Gospels in particular, finds
expression in the various metaphors or images. employed by African theologians. In this way African
Christology makes an invariable contribution toward an integrated approach to healing.

Chapter five highlights inculturation as theological key to help the Church in the
actualization her healing mission. Just like Jesus’ mission of healing was facilitated by his Incarnation,
so does the success of the Church’s healing mission depend on how much this mission is inculturated
in the concrete lives of the people. Thus, inculturation, based on the incarnational model becomes
essential for the realization of integral healing.

The last chapter proposes that the local Church mediate the various healing traditions:
conventional medicine, native healing, and religious or faith healing. The search for integration in this
regard requires that the local Church be attentive and learn the components of each healing tradition so
as to contribute to healing the individual and the community as a whole. With the urgent need for
integration in mind, the chapter makes various suggestions for improving the Church’s healing ministry.

In the final analysis the study reemphasizes the need for the Church in Mbarara to adopt
an integrated approach to healing. Even if this thesis focuses on one particular region of the Banyankore
of the Archdiocese of Mbarara, the findings are pertinent for the rest of the Church in Africa as well as
the universal Church. This work does not answer all the questions regarding healing, but it is certainly

a valuable contribution in the search for an integrated approach to healing.
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INTRODUCTION

The present thesis endeavors to investigate, as the title suggests, the Church’s pastoral
approach to the practice of healing among the Banyankore of the Archdiocese of Mbarara, in the hope
of encouraging the Church to move toward an integrated healing mission. The context within which the
Archdiocese of Mbarara operates compels us to undertake the present task of writing a thesis on healing.
Humanly speaking, the Archdiocese of Mbarara faces situations on several fronts that x;esult in
conditions of malaise and poor health. To situate the Archdiocese in the larger context of Uganda and
sub-Saharan Africa in general, one recognizes the effects of social political instability, poverty, and the
scourge of AIDS compounded by inadequate health services, which weigh so heavily on the people of
this region. The resulting sickness and disease affect various dimensions of human life (physiological,
psychological, socio-cultural, moral, spiritual, and environmental), and call for an integrated approach
to healing.

In spite of its troubles, the Archdiocese of Mbarara, like the rest of Africa, has its
richness and its hope. To mention some, Africa’s riches lie in her people (especially the youth), in their
vitality, their resourcefulness, their joy and zest for life, even in the most intolerable conditions —
qualities that we believe the Church can easily put to use, toward better health, and a future full of hope.
It is within this context of crisis on one hand, and potential on the other, that we undertake the present
study.

Asregards the orientation and the division of chapters, here is how we shall proceed. The
thesis is divided into six chapters, apart from the general introduction and conclusion. The thesis shall,
so to speak, move from the known to the unknown, borrowing Leonardo Boff’s three phases in one
commitment of faith: seeing analytically, judging theologically, and acting pastorally. Within this
framework, we shall devote chapter one to the introductory issues and methodological questions. The
‘known’ is what is presented in chapter two, which focuses on the description and analysis of the present
situation in the Archdiocese of Mbarara in particular, and Uganda in general. Chapter three deals with
anthropological issues regarding the practice of healing among the Banyankore. Chapters four and five
tackle the subject of healing from the theological stance, while the last chapter (six) is more of a
synthesis, dealing with recommendations to address the challenges and work toward the improvement
of the Church’s healing mission in Mbarara and elsewhere.

To elaborate a little more, in chapter two we shall begin by presenting data on the actual
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situation of health in the Archdiocese, situating it within the wider context of the state of health in the
country. We shall examine the Church’s efforts in addressing sickness and disease, and see how effective
those efforts have been. We shall argue that because believers are looking for alternative ways of dealing
with affliction, it means that there is something lacking in the Church’s pastoral methods. It implies that
her healing ministry needs refocusing, if not a totally new orientation.

Chapter three ofthe thesis tackles anthropological issues, as part of the attempt to answer
the question: why is the situation of health the way it is in the Archdiocese today? We shall examine
some aspects of Banyankore traditions, concepts and practices of healing. We observe that the
Banyankore, like most Africans, share a world-view that is more integrated and holistic in approach, and
this may explain why many Banyankore have been to date more inclined to traditional forms of healing.
The chapter shows how the encounter of Western civilization (including modern culture, and medical
science) and Christianity with the African indigenous (endogenous) ways, has had an influence on what
is happening today. We maintain that such background inquiry is essential in the quest for new ways
and means of achieving integration in the healing ministry.

Chapter four attempts to propose a theology that can best inform the process of
integration. We suggest the Christology of the African faces of Christ, highlighting how each ‘face’
contributes to and enriches the image of Jesus as Healer. We argue that perhaps Jesus’ outlook on
healing and his mode of operation provides a model for his disciples and the Church, to whom Jesus
gave the mandate to preach and heal.

However, since the process of integration remains only theological speculation without
praxis, Chapter five takes on inculturation as a suitable theological key to help realize the process of
integration. The chapter explores Teresa Okure’s incarnational paradigm as model for inculturation. By
his Incarnation Jesus becomes not only archetype of inculturation and integration, but also source and
model of the power of compassion. At the same time, compassion is viewed as the arch resource
(among other resources) which motivated Jesus’ healing ministry. As a result the chapter goes on to
propose Christ Healer as liberator of healing traditions — native, Western (conventional) and Christian
faith-healing.

Drawing from the preceding chapters, chapter six proposes that the local Church become
the locus and mediator of the various healing traditions. It paves the way towards pastoral action.

From this kind of orientation, it is easy to see that this research is not intended to look
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at healing from the perspective of medicine and physiotherapy; this is not a thesis on medicine.
However, we shall not forget to acknowledge the contribution which modern medicine and science have
made toward people’s lives in the Archdiocese of Mbarara. Although we explore some of the
Banyankore’s cultural beliefs, customs and practices, this work is not to be mistaken for a thesis in
anthropology. Our aim is to recognize and give due respect to the native concepts and practices,
postulating that such a wealth of experience could be crucial to an integrated healing ministry. This
research is also not a comprehensive investigation into faith-healing, even if it touches areas like prayers
of healing, the possibility of miracles, and rituals of healing.

All in all, working from a theological-pastoral stance, we want evaluate the centrality
of healing to the Church in Mbarara’s mission. From modern science, traditional Banyankore
experience, and Church practice, we seek “those things that are good and that deserve praise: things that
are true, noble, right, pure, lovely, and honorable” (Phil 4:8) for an integrated ministry of healing.

What, then, are the expected results; and what are the challenges we are likely to
encounter? The thesis sets out in search of ways and means of ensuring an integrated approach to the
ministry of healing in the Archdiocese of Mbarara. We are bound to encounter a few setbacks in this
research project. Among the Banyankore, just as in most traditional African societies, wisdom and
practices have been (and still are) largely handed down orally. For instance, there are hardly any books
written on the topic of healing among the Banyankore. The material we have at hand is in the form of
research papers, pamphlets, and position papers for conferences ( from the Archives ofthe Archdiocese).
Most of this is unpublished material, usually not well documented. Although there is sufficient material
to begin with, piecing together information from such sources is often arduous and presents plenty of
drawbacks.

Another challenge that we face has to do with the multi-dimensional nature of the society
on which our thesis is based. The Banyankore tribe constitutes a people with lots of commonalities, but
there are certain divergences as well. For example, the tribe is made up of about five dialects. Some of
the dialects found among the Banyankore tribe include the following: Bahima (Hamitic in nature),
Bakooki (with Ganda origins, and some traits from Tanzanian tribes) Banyaruguru (also of Ganda origin,
but also with influences from Bakonjo and Batooro tribes on Uganda-Democratic Republic of Congo
border), Batagwenda (with some Ganda ancestry), and Banyabutumbi. The Bahima people are mainly

cattle-keepers. The rest are either mixed farmers or purely agrarian in nature. Some of these groups have
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influences that are not exactly of Banyankore origin. It is not uncommon to find in the healing realm
unique socio-cultural traditions, beliefs and practices particular to each group. Moreover, Westernization
(especially urbanization) has brought with it movements and social encounters that are multi-cultural
in character. This means that what can be said of a group in one corner of the Archdiocese may not
exactly be representative of the rest, and there is always the danger of generalizing. In addition, while
it is true that the integrative approach has the potential to synthesize material in search of a harmonized
approach to healing, and to life in general, there is always the risk of dealing with too much material and
ending up not being sufficiently exhaustive.

However, even with such limitations, this research puts to use whatever is available in
the most profitable manner. The presentation is quite thorough, accurate and adequately comprehensive.
With such efforts, we expect our research to discover that the Church in the Archdiocese of Mbarara
can make healing an indispensable dimension of her evangelizing mission. We envision a laying down
of principles and resources that might help the Church to map out the way toward a better-coordinated

and integrated healing mission.



CHAPTER ONE — METHODOLOGICAL QUESTIONS
This chapter is meant to give the general background, and set the tone of the whole
thesis. It deals with preliminary issues, questions methodological: defining and clarifying terms;
presenting the problem at stake; status quaestionis; research hypothesis; and methodology. In other
words, we are clearing the ground by looking at earlier studies and contributions related to the topic,
seeking to justify the need for further theological research. It is also an attempt to assert the significance
and urgency of this research, in order to reaffirm the possibility of tracing a path toward an integrated

approach to healing.

1.1. Definitions and Clarifying Certain Terms

We shall employ the word “‘Church’ (Greek: kyriakon: ‘thing belonging to the Lord,’
from the ekklésia = Latin: ecclesia: ‘assembly’)' to mean two realities. Where it refers to the institutional
aspect we shall use ‘Church leaders’. In the same sense, we may also talk of the ‘Church’s teaching’,
or the ‘Magisterium’, Otherwise, ‘Church’ shall retain its wider meaning that is, all the people of God,
this time under the jurisdiction of the Archdiocese of Mbarara. And although our research is focused on
baptized Catholics, it may be hard not to think of other Christians, members of other religious traditions,
and various people, all of whom benefit from the Church’s pastoral services in the districts of Ankore.
When we talk of the ‘Banyankore’(peopie), moreover, we allude also to those individuals and groups
who may not actually belong to the Banyankore tribe, but who enjoy the cultural values and traditions
of the people of Ankore.

Although, the term ‘pastoral’ (Latin: pastoralis) may be interpreted as “Having the
relationship of a pastor to people, or referring to elements relating to a pastor, we intend to view it
generally, to embrace the care and nature of Christian faith.”* ‘Pastoral Approach’ here would then
embody the ensemble of the ways and means in which the Church has attempted to discharge her healing
role amidst the people of God. The Church’s healing ‘mission’ involves the actualization of the mandate
given to her by Jesus Christ to go and continue his work — to preach and heal (Mk 10:7-8).

Other key terms, namely ‘disease’ and ‘sickness’/‘illness’, ‘curing’ and ‘healing’ will

be used constantly in this dissertation; we need to shed some light on their use. ‘Disease’ refers to the

' See Donald, K. McKIM, Westminister Dictionary of Theological Terms, Louisville, Kentucky,
Westminister John Knox Press, 1996, p. 49.

* Donald, K. McKIM, Westminister Dictionary of Theological Terms, p. 203.
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malfunctioning of biological and/or psychological processes, while the term ‘sickness’ or ‘iliness’ refers
to the psycho-social experience and meaning of perceived disease. Illness involves processes of
attention, perception, affective response, cognition, and valuation directed at the disease and its
manifestation (i.e. symptoms, role impairment, etc.). But also included in the idea of illness are
communication and interpersonal interaction, particularly within the context of the family and social
network. Viewed from this perspective, illness is the shaping of disease into behavior and experience.
It is created by personal, social, and cultural reactions to disease.’

In addition, ‘curing’ has to do with the psycho-physical elimination of the sickness, while
‘healing’ is associated with giving meaning to an illness, and also involves acceptance of one’s
condition. It entails making sense out of the situation; to be healed is to find meaning in one’s experience
of suffering. Healing is, then, a kind of liberating experience.* Thus the term ‘healing’ shall be
understood to mean the restoration and maintenance of an integrated well-being of the human person-in-
community. In the words of Donald McKim, it is “the bringing of wholeness or soundness to all aspects
of human life.”” Thus ‘health’ comprises well-being in multiple dimensions of life, since in the Christian
view, God’s desire for human wholeness includes both physical and spiritual concerns.® Obviously,

understood in this general sense, the ‘practice of healing’ or ‘healing mission” would be too vast to

* Arthur, KLEINMAN, Patients and Healers in the Context of Culture, Berkeley, University of
California Press, 1980, p. 72, quoted in Stuart, BATE, Inculturation and Healing, Pietermaritzburg, Cluster
Publications, 1995, p. 102; see also Arthur, KLEINMAN, The lliness Narratives: Suffering, Healing & the
Human Condition, New York, Basic Books, 1988, pp. 31-55.

* Take an example of a young man who has been a hockey star, and suddenly gets an eye injury. The
eve is damaged, and despite all the medical efforts, the young man loses his eye. The wound is cured, leaving
a scar with no physical pain at all. From the physiological point of view, this person has been cured. But he
is actually not healed: he carries the bitterness of losing his eye (perhaps concerned about his physical
appearance); he is hurting because he has forfeited his profession as a hockey player. This person is still ill;
carrying inner scars of his injured life. And until he accepts his condition, he is still ill. See Margaret,
SOMERVILLE, Death Talk: The Case Against Euthanasia and Physician-Assisted Suicide, Montreal &
Kingston, McGill-Queen’s University Press, 2001, p. 228; Stuart, C. BATE, “Does Religious Healing
Work?” in Grace & Truth: A Journal of Catholic Reflection, Vol 12, No. 2, August 1995, pp. 5-6.

* Donald, K. McKIM, Westminister Dictionary of Theological Terms, p. 125,

® See ibid, p. 125. Healing is multi-dimensional and integrative; whereas curing is often limited in
scope. The way Jesus healed is a good example of an integrated approach to healing. His approach is one of
integrated healing, healing at every level, healing using different means; he does not make clear distinctions.
See Shorter, AYLWARD, Jesus and the Witchdoctor: An Approach to Healing And Wholeness, Geoffery
Chapmann, London, 1983, pp. 10, 16.
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exhaust within one thesis. Therefore, our approach shall be very selective, highlighting only those areas

of major significance, and restricting ourselves to issues relevant to the process of integration.

1.2, The Problem

The people in the Archdiocese of Mbarara share in one way or another the lot of the
African continent. The prevalence of sicknesses/illnesses and epidemics of all kinds continue to claim
lives in large numbers among the Banyankore; the worst blow has come in the form of the HIV/AIDS
pandemic that has prompted the devastation of multitudes in less than one generation. Over and above
the misery caused by natural diseases, the Archdiocese of Mbarara has had a history marked by social
unrest, intolerance, tribal and political conflicts. The Archdiocese is still home to numerous refugees
and exiles, most of whom fled danger zones and came 1n search of security. Some of these end up in
refugee camps where living conditions are at a bare minimum, and include a lack of food, and the risk
of catching diseases due to poor sanitation. Such conditions set off a chain of more unfortunate events,
and sometimes lead to loss of life. As a consequence, people here have a frighteningly low life-
expectancy, and an unusually high mortality rate.

Worse still, the state of hospitals and dispensaries, and healthcare in general, that would
act as remedy to treat the victims, leave a lot to be desired.” Where services are available, most people
find them too expensive to afford. The attempts by some governments and charitable organizations like
World Health Organization (WHO), Caritas International, Caritas Uganda, and The Red Cross, are
thwarted by the greater number of people needing help, and perhaps frustrated by individuals with selfish
motives. It is also not uncommon that poor people fall prey to manipulation and exploitation by people
with selfish motives. Sick people are sometimes exploited by certain medicine people as if they have
all the solutions; or even preachers who make unrealistic promises of miracles, in the name of religion.
Multitudes flock to them for answers to their predicaments, but unfortunately some people end up worse

than they came.® Over and above disease, and socio-political instability, the burden of poverty and

7 See Bertin, KIPANZA TUMWAKA, “Le ministére de guérison en Afrique. Chance et défi pour
1"église,” en Nouvelle Revue théologique, Tome 122/no. 3, juillet-septembre, 2000, p. 416.

¥ The case of close to 900 people who fell victim of Kanungu fire and related atrocities, in the
diocese bordering Mbarara, in South West Uganda, 17 March 2000. Most of the victims who died belonged
to the sect known as ‘The Movement for the Restoration of the Ten Commandments of God’; it was
composed of some priests and a number of lay people, allegedly in the attempt to bring renewal in the
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illiteracy makes things worse. As John Paul II's Ecclesia in Africa puts it, Africa is a wounded continent,
with a people afflicted by many ills.®

Here, therefore, lies the heart of the problem we are seeking to address in this thesis. The
fact that the ministry of healing does appear not to have a central place in the life of the Church of the
region, in spite of so much woundedness, calls for further scrutiny. We need to understand why the
urgency for the healing ministry is not highlighted. For instance, even after recognizing that Africa is
a continent beset by all sorts of untold suffering and misery, healing does not appear as a major theme
in the Special Assembly of Bishops for the Synod on Africa, and John Paul II's Apostolic Exhortation
Ecclesia in Africa.'” Moreover, that healing has often been denied a broader scope, so that it has been
made to operate in too narrow a mind-set, promoting one or two dimensions (e.g. hospitals, dispensaries,
clinics, or other medical health care facilities), is incompatible with the human need for wholeness, and
seems to disregard the beneficial contribution that other healing traditions would offer. Furthermore,
there exist persistent tensions between Banyankore traditional forms of healing (native medicine) and

cultural practices, Christian teaching, and modem scientific therapies.

1.3. Research Hypeothesis
A theological and pastoral analysis of the Church’s approach to the practice of healing,
in the context of Christian living today, will help to develop an integrated healing mission for the Church

in the Archdiocese of Mbarara.

Catholic faith. Most probably they were also in search of meaning in life.

®See JOHN PAUL I, Post-synodal Apostolic Exhortation, Ecclesia in Africa, 14 December 1995,
in AAS 88 (1996), pp. 5-82, English translation in Nairobi, Paulines Publications-Africa, 1995, No. 10.

' The word healing appears only 3 times in the entire document, and even here only in passing. See
JOHN PAUL 11, Ecclesia in Africa, Nos. 10, 49, and 68, pp. 12-13, 37, 51-53. It is true, however, that some
Synod Fathers called the attention of the Church to this need. The Synod Fathers took the image of Christ
who came as the Good Samaritan with special concern for the person who was stripped, beaten and left for
dead (see Lk 10:30 ff.). The message sent to the Church at the conclusion of the Synod, again stressed the
attention that must be given to sickness and healing in the context of the whole process of inculturation in
Africa. See “Message of the Synod,” in SYNOD OF BISHOPS, in L ‘Ossarvatore Romano (English), No.
18, 4 May 1994, pp. 1-24, and passim. See Fernando, DOMINGUES, Christ Our Healer: A Theological
Dialogue with Aylward Shorter, Nairobi, Kenya, Paulines Publications Africa, 2000, pp.49-50.



1.4. Status Quaestionis

Since sickness/illness and the corresponding search for healing are issues that concern
all people, it is understandable that there are several studies that have been done before ours. The present
research thus forms part of the wider spectrum in the age-old and on-going efforts to understand the
significance of healing in the mission of the Church in the contemporary world.'' However, our research
1s not without uniqueness; it is intended to contribute yet another dimension to the subject of healing.
We want to situate the present research in the wider context of studies done on healing. The topic,
however, is too vast to exhaust within one thesis; instead we shall restrict ourselves to issues relevant
to our study.

On the subject of healing and related studies in general, Morton Kelsey, G. Loweth, and
Francis Chinnapan, have made a significant contribution, especially from the perspective of history."
In the context of Christianity, these three authors indicate how healing has always formed part of the
Church’s mission, since the time of Jesus Christ and the Apostles. Studies in the history of healing
demonstrate that through the centuries there have been shifts in its theological understanding, which in
turn has influenced its practice. In this way the study of healing from the perspective of history reaches
back to the roots of Christianity and helps to illuminate some dimensions (attitudes, practices etc.) that
would otherwise remain unexplained. And although our research is not preoccupied so much with
historical questions, we realize that the Christian concept of health, sickness and healing prevalent in
Europe at the time of their missionary outreach, motivated the missionaries to introduce health centers,
and influenced their attitude to native ways of healing among the Banyankore, and Africans in general.
For instance, is it not true to say that the way the Church in the Archdiocese of Mbarara continues to

perceive the ministry of healing today is in a certain sense still marked by initial strategies of

1 Says Fr. Peter Coughlin, “No one doubts the need for healing in their own life or in the lives of
others...Healing is important and, indeed, even necessary, if life is to be lived free of pain, infirmity and
disease.” Peter, COUGHLIN, “Healing Ministry in the Church Today,” in Companions of the Cross, Spring
Issue 2004, p. 6. For more on the urgency and Church’s involvement in the ministry of healing today, see also
ibid, pp. 6-9; Jean-Claude, LARCHET, Le chrétien devant la maladie, la souffrance et la mort, Paris, Les
Editions du Cerf, 2002, pp. 249-278.

2 See See Morton, KELSEY, Healing & Christianity, Minneapolis, Augsburg, 1995; Gerald,
LOWETH, “The History of Healing,” in Pastoral Ministry in Canada, Vol, 14, No.3, September 1997, Peter,
Francis CHINNAPAN, Healing Ministry in the Catholic Church: A Historical Moral Theological Study,
Pontificia Universitas Lateranensis, 1996.
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evangelization?

From the cultural perspective, David Kinsley, Stuart C. Bate, and Aylward Shorter have
made invaluable studies in research on healing.”* David Kinsley, in a cross-cultural study, discovered
principles and values that are common to native societies, to Christianity and to modern medical science.
He clearly demonstrates that the shaman, the faith-healer and the modemn physician are operating from
a similar theory or myth — only the socio-cultural settings make their activities appear different. From
this point of view, the findings of David Kinsley are significant to our research, namely that they open
up the possibility of integration in the Church’s healing ministry. On the basis of common principles and
values among various socio-cultural settings, this author has indicated that it is possible for native
healers, Christians, and conventional medical practitioners to engage in practical dialogue. Indeed,
Kinsley’s efforts leave doors open for further research in this regard.

Stuart C. Bate,'* who has written considerably on inculturation and healing, and Aylward
Shorter,"> who discusses the subject of native healing versus Christian healing, pursue the matters of
culture and context, two interrelated and fundamental dimensions in the realm of healing. Their
research and writings are to a large extent contextual and anthropological in approach, arising from their
experiences in Africa where both have lived and worked. Both authors affirm that in order for
Christianity to have a relevant and lasting impact on people’s lives, it has to take African cultures
seriously. Similarly, they imsist that the healing ministry of the Church has to seriously consider and
appreciate African world-views. Since health and sickness are often culture-bound,'® any efforts to
alleviate affliction have to begin by trying to comprehend and appreciate cultural beliefs and values of

the people in a particular society. They realize that traditional medicine is often part of the culture of the

13 See David, KINSLEY, Health, Healing and Religion, Upper Saddle River, New Jersey, Prentice-
Hall, Inc., Simon & Schuster/A Viacom Company, 1996; Stuart, BATE, Inculturation and Healing,1995;
Stuart, BATE, “Catholics and Traditional Healers in History,” 1999.

' See Stuart, BATE, Inculturation and Healing,1995; See also S., BATE, “Catholics and Traditional
Healers in History,”1999.

5 See Aylward, SHORTER, Jesus and the Witchdoctor,1985; see also Aylward, SHORTER,
“Christian Healing and Traditional Medicine in Africa,” in Kerygma, No. 46, Tome 20, 1986.

'8 See Stuart, BATE, Inculturation and Healing, pp. 80, 103, 189, and passim.
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people that use it, and as a result it is closely linked to their beliefs.'” A people’s concept of health,
illness/sickness, suffering and related subjects have to be listened to and understood, so as to better
propose an effective remedy to their predicament. Both Bate and Shorter, have also discovered that
African traditional medicine considers the human person as an integral somatic and extra-material entity
and that disease can also be due to supernatural and psychological causes. It is, perhaps, from such a
background that Bate and Shorter propose a holistic approach for a better ministry of healing in Africa.
The present research and investigation follows in the footsteps of Bate and Shorter, but
in the context of the Banyankore, whose belief systems are generally not far removed from those of other
Africans. Moreover, closer examination reveals that some of these African beliefs are consistent with
some studies regarding healing, whereby illness can be divided into “four causal categories which are
often interrelated. These are: Psycho-medical factors; Cultural factors; Socio-economic factors and
Spiritual factors™® It makes sense then, that our thesis proposes an integrated approach to healing
because a multidimensional view of illnesses requires corresponding methods and types of treatment.
There is yet another perspective essential to our consideration, that of faith-healing and
healing through worship. This is discussed by authors like Morris Maddocks, (on various aspects of the
Christian Healing Ministry), Frederic Flach and R. Gardner (Faith, Healing & Miracles)'’; Francis
MacNutt and T. Harpur (Faith-Healing/Spiritual Healing)*’; H. Hutchinson (Healing in the context of
Worship)*'. Our contention is that while the Catholic Church has maintained the healing ministry on
the sacramental level, through the sacrament of Anointing of the Sick, the Sacrament of

Reconciliation/Penance, and the Mass, the contribution of faith-healing or spiritual healing did not

17 See Abayomi, SOFOWORA, Medicinal Plants and Traditional Medicine in Africa, Ibadan,
Nigeria, Spectrum Books Limited, 1993, p. 26.

18 Stuart, BATE, “Does Religious Healing Work?”, p. 6. see also Bonaventure,
TURYOMUMAZIMA, “The Traditional Healer among the Abachwezi-Bashomi of Ankore,” in Grace and
Truth, vol, 16, No.1, April 1999, p. 18.

1% See Morris, MADDOCKS, The Christian Healing Ministry, London, SPCK, 1995; Frederic,
FLACH, Fuaith, Healing & Miracles, New York. Hatherleigh Press, 2000; Reginald, Frank GARDNER,
Healing Miracles: A Doctor Investigates, London. Darton, Longman and Todd, 1987.

 Francis, MacNUTT, Healing, Notre Dame, Indiana, Ave Maria Press, 1974; Francis, MacNUTT,
The Power to Heal, Notre Dame, Indiana, Ave Maria Press, 1977, Tom, HARPUR, The Uncommon Touch:
an Investigation of Spiritual Healing, Toronto, McClelland & Stewart, 1994,

! Harry, HUTCHINSON, Healing through Worship, Andover, Hampshire, Eye & Spottiswoode,
1980.
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receive equal emphasis. It is in search of this very dimension that a number of believers in Africa have
left the mainline Churches to join Pentecostal Movements, Sects and African Indigenous/Independent
Movements (AICs).”* And it is only recently, with much reluctance and hesitation that the institutional
Church is beginning to acknowledge the contribution of the Catholic Charismatic Renewal, where
prayers for healing and the laying on of hands are offered. Flach, Gardner, Harpur, Agnes Sanford and
Francis MacNutt testify to the fact that healing through prayer is an essential part of the Church’s healing
ministry. There is an inherent link, they insist, between faith or belief and healing. This wake up call has
become so loud that it has necessitated the Congregation for the Doctrine of the Faith in Rome, to set
down guidelines for the practice of healing in Christian circles.

On our part, in line with those who have done similar studies, we are saying that faith-
healing needs to be given its rightful place, whether it be within a liturgical context, or through
spontaneous prayer and the laying on of hands done in private. Ours, therefore, forms part of the need
for on-going (theological) research to investigate the possibility of harmonizing spiritual healing,
sacramental healing and miraculous healing, with conventional medicine and traditional culture among
the Banyankore. Flack, moreover, points out the growing scientific appraisals and recognition, in the
medical field nowadays, of the effectiveness of prayer as an instrument of healing.* And even if there
may seem to be very few scientifically verifiable miracles of healing taking place, those that happen are
too precious to be ignored.” Our conviction is that since prayer and belief (or more specifically faith,
in the Christian context) seem to be trans-cultural, they too are a suitable basis for integrated healing.
We, therefore, continue to reaffirm the urgent need for an integrated approach to healing in this regard.

African authors who have contributed significantly in our field of interest are Abayom

22 See Kofi, A. APPIAH-KUBI, “Healing in Indigenous African Christian Churches,” in World
Religions and Medicine, Vol. 4, Goodacre, David, (ed.), Oxford, The Institute of Religion and Medicine,
1983, p. 55.

2 See CONGREGATION FOR THE DOCTRINE OF THE FAITH, Instruction on Prayers For
Healing, Boston, Pauline Books & Media, 2001. See also

http://www.zenit.org/english/archive/documents/CDF_healing html
24 See Frederic, FLACH, Fuith, Healing & Miracles, pp. 107-111.

5 See Frederic, FLACH, Faith, Healing & Miracles, pp. 36-42; Frederic, FLACH, Faith, Healing
& Miracles, pp. 8-9. As we shall indicate later, Flack makes a distinction between extraordinary and
ordinary miracles, both of which are equally significant and are contributory to the ministry of healing.
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Sofowora, Hans-Martin Hirt and Bindanda M’pia.” Like Bate and Shorter, they reveal the mindset of
African traditional healers and their clients. Their studies go far in explaining how the African has
employed native healing, in its various dimensions, for preventive, curative and protective purposes.
They demonstrate how herbal remedies are like a ‘medicine kit’ with which every community, home,
and individual person in Africa are familiar. For thousands of generations Africans have used traditional
medicine to such an extent that it is deeply ingrained into their philosophy of life, work patterns, and
daily existence. Not even Western culture or Christianity will make them surrender it. But change is a
factor of life, especially in the face of interaction. And so our research hopes not only to safeguard
whatever is noble in that longstanding African tradition, but also to challenge whatever must change
toward an effective integrated healing ministry in the Church, especially in the Archdiocese of Mbarara.

We are not the first ones to do research on subjects that touch the topic of healing in
Uganda. Studies on the same topic have also been done by people like Deogratias M. Byabazaire, (on
the Contribution of Christian Churches to health care in Western Uganda), Edward Baingana-Muntu,
B. Turyomumazima, and Pontian Betunguura (on Bachwezi-Bashomi cult in Archdiocese of Mbarara);
John Baptist Bashobora (on Discernment of Spirits in Uganda); M. Mukamwezi, V. Okot, and P.
Twesigye (on the search for Social Justice and Reconciliation); J. Hetsen and R. Wanjohi, (on healing

through the sacraments).”” Nevertheless, none of the above writers have approached the subject from

*% See Abayomi, SOFOWORA, Medicinal Plants and Traditional Medicine in Africa, 1993; Hans-
Martin, HIRT, and Bindanda, M’PIA, Natural Medicine in the Tropics: Tropical Plants as a Source of
Health Care, Kisubi, Uganda, Marianum Press, 1995. Other authors include: Bertin Kipanza-Tumwaka (on
the ministry of healing in Africa and its challenges) and A. O. Igenoza (on Bible and healing in Africa). See
Bertin, KIPANZA TUMWAKA'’s “Le ministére de guérison en Afrique,” pp. 416ff. and A, O. IGENOZA,
“Medicine and Healing in African Christianity: A Biblical Critique,” in African Ecclesiastical Review
(AFER), April/June, 1999, Vol. 41, No. 2&3; Cécé, KOLIE, “Jesus as Healer,” in Schreiter, R. J. (ed.), Faces
of Jesus in Africa, New York, Maryknoll, 1995.

*7 See Deogratius, M. BYABAZAIRE, The Contribution of Christian Churches to the Development
of Western Uganda 1894-1974, Frankfurt am Main, Peter Lang, 1979; Edward, BAINGANA-MUNTU,
“Abachwezi-Bashomi in Ankore,” in Journal of African Religion and Philosophy, Vol.1, No.2, 1990;
Bonaventure, TURYOMUMAZIMA, “The Traditional Healer among the Abachwezi-Bashomi of Ankore,”
1999; Pontian, BETUNGUURA, “The Healing Power of Barangi-Bacwezi Cult and its Impact on Christian
Life in Rwanja Qut-Station, Nyakishojwa Parish, Mbarara Diocese,” (Being a partial Requirement for a
Diploma in Theology), Kampala, National Seminary Ggaba, August 1986; John Baptist, BASHOBORA, The
Discernment of Spirits in the Life of Ugandan Christians: A Dissertation Submitted to the Faculty of Sacred
Theology on the Pontifical University of St. Thomas Rome, in Partial Fulfillment of the Requirements for
the Doctoral Degree in Spirituality, Bologna, Edizioni Aspasia, 1993. See Vincent, E. OKOT-OBURU,
Reconciliation: A Moral Therapy for Uganda — A Search for Peace and Unity in the Socio-Pastoral
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our point of view. Byabazaire highlights the contribution of the Christian Churches in improving and
modemizing the health care situation in Uganda, particularly in the Western region. However the
question that partly preoccupies the present research is thus: if the Church’s evangelizing ventures
through medical missions have been a success, why are believers searching for answers elsewhere? Why
do patients resort to traditional healers for consultation and divination? If the Church(es) and modem
conventional medicine provide an answer, why do some search for healing by joining cults like the
Bachwezi-Bashomi, and emerging sects and New Religious Movements? Our thesis is an attempt to
investigate those avenues that Christianity and Western approaches to therapy have not fully exploited.
We commend every effort employed by the Church in the area of health care, but we also add that these
efforts would do even better in the movement of integration.

In addition, authors whose research includes the fields of social justice and
reconciliation, give credence to our debate on integrated healing. For, if some sicknesses are a result of
conflicts, instability, injustice, violence, and all sorts of social disharmony, the remedy ought also to
touch the various levels of affliction (beyond the psycho-physical) in order to restore the victims’
integrity. In the present research, we want that Okot’s suggestion of reconciliation as a “Moral Therapy
for Uganda,” does not stop at conflict resolution on the socio-political level, but goes on to embrace
the sacramental dimension (Sacrament of Reconciliation) as well.

What distinguishes the present research from those we have presented above, is its
ambitious horizon. While these other studies concentrated on one aspect or level of the healing mission,
in this work we endeavor to demonstrate that when the human person is sick/ill on any level, the effects
touch all the other levels of the same person as an individual in community. As an approach to healing,
therefore, we seek to identify the good in the various levels, and try to weave them together toward an
integrated mission.

Again, this researcher is certainly aware of earlier efforts that propose a ‘holistic

Teaching of Uganda Catholic Bishops, Romae, Pontificiam Universitas Lateranensis, 1987, Anne Marie,
MUKAMWEZI KAYONGA, Searching for Social Justice: A Challenge to Church and State in Uganda,
Roma, Pontificia Studiorum Universitas a S. Thoma Aq. In Urbe, 1987; Paulino, TWESIGYE, War and
Morality in Uganda: An Analysis and Evaluation of the Teaching of the Uganda Catholic Bishops on War
and its Consequences, Romae, Pontificiam Universitas Lateranensis, 1991; See Jac, HETSEN& Raphael,
WANIOHLI, Anointing and Healing in Africa, Spearhead No. 71, Eldoret, Kenya, Gaba Publications, 1982,

* See Vincent, E. OKOT-OBURU, Reconciliation: A Moral Therapy for Uganda, pp. 1.
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approach’, terminology that is sometimes used as a synonym for an ‘integral approach’. Key among
them are John A. Sanford’s Healing and Wholeness, and Bernhard Haring’s In Pursuit of Wholeness:
Healing in the Church Today, M. H. Scharlemann’s Healing and Redemption: Toward a Theology of
Human Wholeness for Doctors, Nurses, Missionaries and Pastors, and A. Shorter, Jesus and the
Witchdoctor: An Approach to Healing and Wholeness.” They base their arguments on the view of the
individual person as a multi-dimensional organism, who should not be compartmentalized when it comes
to healing. Holistic health also appears as a central theme in John Paul II’s message for the Jubilee Day
of the Sick and Health Care Workers in February 2000.*° And we are also familiar with a whole range
of material (outside the scope of this study), on Oriental medicine and New Age that proposes a similar
approach.®!

The holistic approach is not new in Uganda either; it is already included in the country’s
Catholic Health Care Mission Statement. ““... These services [health services],” the Statement asserts, “are
committed to a holistic approach in healing by treating and preventing diseases, with a preferential
option for the less privileged.”? Outside Catholic Church circles, and in order to provide quality health
care, the Ministry of Health in Uganda is already proposing “The Integrated District Health
System”(DHS) as “The Conceptual Model of Reference of a DHS.” This new approach is defined as “a
system where all the elements are placed, organized and co-ordinated in view of a common objective,

the care for a given population’s health.”

¥ See J. A., SANFORD, Healing and Wholeness, New York, Paulist Press, 1977, Bernard,
HARING, In Pursuit of Wholeness: Healing in the Church Today, Liguori, MO, Liguori Publications, 1985;
M.,H. SCHARLEMANN, Healing and Redemption: Toward a Theology of Human Wholeness for Doctors,
Nurses, Missionaries and Pastors, St. Louis, Concordia Publishing House, 1965; see also Aylward,
SHORTER, Jesus and the Witchdoctor, 1985.

*® In this document, holistic health “is understood as a state of complete and harmonious spiritual,
physical, mental, social and environmental wellbeing of the individual and the community, within a family
and society.” See JOHN PAUL 11, Message of the Holy Father for the World Day of the Sick for the Year
2000: Contemplate the Face of Christ in the Sick, 6 August 1999, p. 5.

3! See for instance Larry, P. CREDIT, et al., Your Guide to Complementary Medicine, Garden City
Park, New York, Avery Publishing Group, 1998.

32 UGANDA CATHOLIC MEDICAL BUREAU (UCMB), “Mission Statement and Policy of the
Catholic Health Services in Uganda,” June 1999, p. 1.

33 DIOCESAN HEALTH COMMISSION (DHC), “The Conceptual Model of Reference of DHS,”
Diocesan Health Office Archives, 2000, p. 1. Under Quality of Care, the project has the following in mind:
“The system’s objective is the delivery of “global, continuous and integrated care” in order to decrease
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Obviously, our vision is already contained in the above approaches, proposed by the
Catholic Health Care programs and the Uganda Ministry of Health. The difference in our approach lies
in the fact that these others seek integration within the limits of conventional (Western) medicine. Ours,
however, seeks to integrate the healing ministry from the wider scope: appreciating whatever is good
from traditional medicine, spiritual/faith-healing, healing through the sacraments, counseling, etc. While
earlier studies restricted themselves to specific dimensions, the search for integration in the present study
embraces a global and multi-faceted dimension.

Working “toward integrated healing mission” in this sense would suggest taking into
consideration all the dimensions of the human person, as an all-round total entity. Like David Kinsley
who presents a cross-cultural perspective,* we acknowledge that there are common elements among
traditional (native) healing, Chnstian healing, and conventional (modern) therapies. This research
ventures to look at the contributions made by the medical field, certain New Religious Movements, and
traditional healers, in order to highlight and appraise the positive areas in each of them, learn from their
pitfalls, and make suggestions for a well-coordinated healing mission.

In brief, we wish to encourage the spirit of openness between the different dimensions.
We propose a movement from merely recognizing and appreciating the contributions of each dimension,
to daring collaborative efforts that eventually work toward an integrative horizon. “Integrative”in this
sense is not to be interpreted as the merging of levels/fields in health care. Our efforts here are not to
make everyone engaged in the healing ministry assume roles proper to others. For instance, it is not our
intention to turn medical practitioners into faith-healers; nor is it feasible that ordained priests become
medical doctors; or even that traditional healers begin admnistering the Sacrament of the Anointing
of the Sick. Certainly, this would be unrealistic and a confusion of roles. This research envisions and
encourages that each person in his/her domain develop an appreciation of the good in other spheres and

conceive the possibility of consolidated team work, coordination or better still integration, when feasible.

suffering and increase people’s autonomy. We define [as] continuous that care delivered until the end of the
episode of disease under treatment. As the determinants of any disease are more complex and articulated than
its aetiological agent, the care of a sick person cannot make abstraction from conjoined problems (physical,
psvchological, social and environmental), but it has to consider the individual in its entirety: it must, in other
ward [sic], be global. In order to do this, it is necessary that curative care, preventive care, promotive care
and rehabilitative care, if necessary, be available in the context of the same unit: in this case we speak of
integrated care.” UCMB, “Mission Statement and Policy,” June 1999, p. 1.

** See David, KINSLEY, Health, Healing and Religion, 1996.
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1.5. Methodology

In our search for integration of the various dimensions of healing in the Archdiocese of
Mbarara, and in order to give a satisfactory and credible response to our hypothesis, we propose a
contextual-theological approach based on two of Stephen Bevans’ models, namely the Anthropological
and Synthetic models,* as the means to help us extrapolate from the wealth of Banyankore culture,
modern therapies, and Christian tradition, whatever is good and useful for an effective healing ministry
in the Church of Mbarara. The anthropological model has as its primary concern the establishment and
preservation of cultural identity by a person of Christian faith. It centers on the value and goodness of
anthropos, the human person. The recognition by this model that human nature, and therefore culture,
is good holy and valuable, has far-reaching implications for the harmonization of traditional medicine
and Christian healing ministry. The model necessitates attentiveness and continuous listening to a
culture or heritage, keeping in mind St. Justin’s concept of the ‘seeds of the Word’ .*® The same model
also requires respect for cultural values. In our research, we are taking the aspect of ‘listening’ very
seriously, in order to have an accurate, objective and unbiased record of the concept and practice of
healing in the various dimensions under investigation.

Hand in hand with the anthropological model, we have opted to apply the syntheric
model. This model interacts well and complements the anthropological model, in the process of
integrating traditional medicine, modern therapy and Christian healing. The anthropological approach
emphasizes not only cultural identity but also continuity. Culture is not static, it is dynamic: culture
grows, develops, and goes through a kind of evolution, especially when it meets with other cultures. For
this simple reason the synthetic model is a practical complement to the anthropological model: it helps

to balance insights from a particular culture, since as an approach it enables one to reach out to insights

** These models are taken from: Stephen, B. BEVANS, Models of Contextual Theology, Maryknoll,
New York, Orbis Books, 1992, pp. 47-62 & 81-96.

% St. Justin suggests that each culture contains sees of the Word and is in a way preparation for the
reception of the Gospel. See JUSTIN MARTYR. | Apology, 46:1-4; 11 Apology 7 (8):1-4, 10:1-3, 13:3-4, in
http://www.ccel.org/fathers/ANF-01/just/justaplindex.html; http://miong2.tripod.com/cfc-sfc-
southc6/id66.html. See also VATICAN COUNCIL II, Decree on the Mission Activity of the Church, Ad
Gentes divinitus, 7 December 1965, in AAS 58(1966), pp. 947-990, English translation in Flannery, A., (ed.),
Vatican Council II, Northport, New York, Costello Publishing Company, Inc., 1996, No. 11, p. 825.
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from other cultures and ways of thinking. It is also a model that takes social change seriously.’” It
recognizes the composite nature of human culture, defined as the situation in which men and women live
— meaning that every culture can borrow and learn from every other culture. It operates as a kind of
middie-of the-road model — providing a continuum, and working toward a synthesis. It does not imply,
however, that the model just puts things together in a kind of compromise (or a haphazard cocktail), on
the contrary it seeks to develop in a creative dialectic, something that is acceptable to all standpoints.
Another name for this model might be the “dialectical model,” or the “conversation model.”** Perhaps
the strongest aspect of the synthetic model is its basic methodological attitude of openness and dialogue.
We argue that the two models together (the anthropological and the synthetic) are a handy
methodological medium for us in the context of integrating the Church’s healing ministry.
Nonetheless, these models require further supplementation. We shall supplement the
above models with one employed by Teresa Okure, in which she uses the Incarnational paradigm as a
model for the process of inculturation.® As happened in Jesus’ life, and that of the Early Church, Okure
says that the movement toward genuine inculturation today should go through a process of three
interwoven components/phases, namely: self-emptying (kenosis), selective assumption for
transformation, and identification of resources for inculturation. Similarly, we suggest that the various
- healing traditions, traditional (native) healing, healing through prayers, and Western (conventional)
medicine/therapies, be tested on the three-fold paradigm. Not everything is good in a culture; there are
bound to be shadows and grey areas in each healing tradition. These are evaluated on the model of Jesus
Healer. As method, Okure’s paradigm also enables us to identify from each dimension, each context,
and each people, certain resources to begin with and use as the basis for harmonizing the healing

ministry.*

37 See Stephen, B. BEVANS, Models of Contextual Theology, pp. 81-82.
¥ See ibid, p. 83.

% See Teresa, OKURE, “Inculturation: biblical/theological bases,” in Okure, Teresa. and van Thiel,
P. et ali, (eds.), Inculturation of Christianity in Africa, (Spearhead Nos. 112-114), Eldoret, Gaba
Publications, 1990, p. 57. In the words of Bosch, “inculturation consciously follows the model of the
incarnation” (see John 17:18, 20:21, and Phil 2). See David, J. BOSCH, Transforming Mission :Paradigm
Shifis in Theology of Mission, Maryknoll, New York, Orbis Books, 1995, p. 454.

“ This, however, requires what Schreiter calls “continued listening’; developing a ‘listening heart™:
‘that is, listening to a culture before trying to speak to it. To listen in such a way as to hear Christ already
present in a given culture. See Robert, J. SCHREITER, Constructing Local Theologies, Maryknoll, New
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With respect to methodology, we need to mention also that our use of the biblical
references shall take on the approach used by narrative theologies, whereby scripture is given a pastoral
interpretation; narrative theologians like Albert Nolan, Healey and Sybertz employ biblical texts not as
proofs but to inspire theological discourse.*

In addition to biblical sources, our research shall consult relevant written material on
healing, as well as various theological and biblical sources. We have used documentary material from
Mbarara Archdiocesan archives (e.g. material from the proceedings of the Pastoral Council (s), and the
First Diocesan Synod; decrees and pastoral directives etc.). We have also consulted minutes and
conference notes from various diocesan departments and projects. Even if such information is not well
documented, and most certainly not in book form, it adds valuable data on which to base our study and
analysis. Also, Emicwe y 'Abanyankore (a book written in the native language),” which outlines the
various cultural beliefs and practices among the Banyankore, will be particularly helpful.

Ours is not the first thesis to be written on the ministry of healing (in Africa). There are
works that have been written using various approaches, ** but our endeavor to use especially the
contextual-theological approach (combining Steven Bevans’ anthropological and synthetic models,
together with Teresa Okure’s paradigm on incarnation ) as methodology toward integrated healing, is
quite innovative. The fact that we are writing about a particular people, in a specific diocese, also gives
our research singular uniqueness. It is hoped that this work will make a desirable contribution to a better
understanding and practice of the healing mission in the Archdiocese of Mbarara, in Africa and in the

Church universal.

York, Orbis, 1996, pp. 40-56.

“t See Albert, NOLAN, Jesus Before Christianity, Maryknoll, Orbis Books, 2002; See Joseph,
HEALEY, & Donald, SYBERTZ, Towards an African Narrative Theology, Nairobi, Paulines Publications
Africa,1996.

“2Benedict, K. MUBANGIZI, Emicwe y 'Ensi omu Banyankore, Marianum Press, Kisubi (Entebbe),
Uganda, 1963. This book, written in the native language, is a classical work which outlines the different
cultural practices among the Banyankore, especially before contact with the Western culture.

“ In fact, over and above the works we have sighted already, we recognize in particular that of Bertin
Kipanza-Tumwaka who has written a thesis in this line. See Bertin, KIPANZA TUMWAKA,“Le ministére
de guérison en Afrique,” p. 417,



CHAPTER TWO — THE CHURCH’S EFFORTS TO BRING ABOUT HEALING IN THE
ARCHDIOCESE OF MBARARA

2.1. Introduction

This chapter tackles the phenomenon of sickness and the ensuing response from the
Church. It lays out facts and data regarding the state of health in the Archdiocese of Mbarara, as part of
the health concerns in the whole country. It explains various types of sickness, alluding to the fact that
each category needs a particular approach of healing. The chapter shall then endeavor to discover how
the local Church in Mbarara has reacted amidst sickness and affliction, identifying pastoral strategies
in each case. Questions that we shall attempt to answer are: has the Church’s response been sufficient,
in that particular region and time frame? What challenges has the Church faced in the different sectors?
In other words, the chapter gives the context, and sets the stage for the need for an integrated approach

to healing ministry among the Banyankore of the Archdiocese of Mbarara.

2.2, Facts And Data — Situation Analysis
2.2.1. Location and Population

The Archdiocese of Mbarara, one of the 19 Catholic Dioceses in Uganda, was
established in 1934 by the Missionaries of Africa (commonly known as the White Fathers). Before it
became an independent Diocese, it formed part of the former Rwenzori Vicariate. The Vicariate covered
the Dioceses with which the Archdiocese shares borders: that is, the Dioceses of Fort Portal in the North,
Kasese to the West, Masaka in the East, and Kabale to the South-West. The extreme end of the diocese
to the south also borders with the Diocese of Bukoba (Tanzania). The Archdiocesan Headquarters are
located on Nyamitanga Hill in Mbarara Municipality, about 260 km. south-west of Kampala. Today, it
covers the districts of Mbarara, Bushenyi and Ntungamo, with an area of 10,980 sq. km and a population
of about 1,950,000 million people.*

Further statistics may help place the data on the Archdiocese in the global picture of the
whole country. According to Uganda Bureau of Statistics (UBOS), the Census of 2002 put Uganda’s
population at 24.7 million.* That means that presently the Archdiocese of Mbarara is about 11.1% of

44 See See http://www.catholic-hierarchv.org/diocese/dmbar.html

 Of this total about 49.6% are male and approximately 50.4% female. Over ten years ago Uganda’s
total population was estimated at 21,400,000 people; that is, 49.1% males and 50.9% female, experiencing
an annual population growth rate of approximately 2.5% (1991 Uganda Census). See
http://www .ubos.org/popu.html
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the country’s total population. The number of Catholics is put at 900,000 people® from a total of 26
Catholic parishes, and several sub-parishes. Even if the Archdiocese 1s also presently inhabited by people
who immigrated to the towns and commercial centers from the neighboring regions and countries, the
biggest population is still predominantly of the Banyakore tribe. Of this population, individuals and

communities in all sectors have known sickness, disease and often afflictions.

2.2.2. Types of Sicknesses and Diseases

Statistics of annual report from Comboni Hospital (a Diocesan hospital in the district of
Bushenyi), give a sample of some of the physiological diseases that affect people in the Archdiocese.
There is evidence of a high prevalence of communicable diseases, often due to poor sanitation and
unhygienic conditions. Malaria, Acute Respiratory Infections (ARI), typhoid, syphilis, measles,
gonorrhea, diarrhea and vomiting, dysentery, Urinary Tract Infection (UTI), whooping cough,
tuberculosis (TB), pneumonia, burns, scabies, Sexually Transmitted Diseases (STD) & HIV/AIDS, are
sicknesses that afflict the population.*’ Malaria, however, has the highest prevalence, followed by ARI
and STD/HIV

Of all sicknesses that affect the people, it is important to single out HIV/AIDS. In June
1993 Mbarara District alone reported 1000 AIDS cases per million residents. Close to 10 years after,
statistics record a drop from 24.3% (1991) to 10.0% (2000).* Actual AIDS cases may be much higher

%6 See http://www catholic-hierarchy.org/diocese/dmbar.html. Annuario pontificio of 2001, put the
number of Catholics at 853,500 people, recording an increase in Catholic population. See Annuario pontificio
per l'anno 2001 Roma, Tipografia Poliglotta Vaticana, 2001, p. 378.

" MEDICAL SUPERINTENDENT, Comboni Hospital-Kvamuhunga Annual Report 2000,
Bushenyi, Uganda, p. 5. Unpublished.

“  See F., PFAFF, et alii, “Medical Healthcare,” Mbarara Diocesan Synod: Position Paper, 1986,
p. 3. Current information confirms the same reality. See http://www ubos.org/health.html

* 1t is significant to put this information in the global picture of Uganda’s efforts to combat AIDS
disease. A report prepared by Sam Okware (Commissioner, Health Services, Community Health, and his
team from the Ministry of Health, Kampala) is quite significant. From only two AIDS cases in 1982, the
epidemic in Uganda grew to a cumulative 2 million HIV infections by the end of 2000. But there was an
immediate response in the fight against this threat. The AIDS Control Program established in 1987 in the
Ministry of Health mounted a national response that expanded over time to reach other relevant sectors under
the coordination role of the Uganda AIDS Commission. The national response was to bring in new policies,
expanded partnerships, increased institutional capacity for care and research, public health education for
behavior change, strengthned sexually transmitted disease (STD) management, improved blood transfusion
services, care and support services for persons with HIV/AIDS, and surveillance system to monitor the
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than the reported cases, since a good number of people may not present themselves for screening.
Whether the figures be higher or lower, what is certain is that this pandemic has had repercussions far
beyond the physiological ones. Some of the consequences reported in the district of Mbarara alone reveal
a grim picture. Mbarara District has over 60, 000 orphans; 28% of households are female headed; and
socio-economic types of disruption occur on the society, affecting not only individuals but also

¢ Almost each and every family has been touched by the evil hand of this disease, in one way

families.
or the other. Also, the STD/AIDS disease is known to have had disastrous effects on agriculture, labor,
nutrition, and education.

It may be of significance to place the physiological health situation of the Archdiocese
in the general context, on the national level. According to the Burden of Disease Study in Uganda, by
the Ministry of Health (MOH) in 1995, over 75% of the life years lost due to premature deaths were due
to ten preventable diseases. Perinatal and maternal conditions (20.4%), malaria (15.4%), acute lower

respiratory tract infections (10.5%), HIV/AIDS (9.1%),”" and diarrhea (98.4%) together account for over

epidemic. After a decade of fighting on these fronts, Uganda became, in October 1996, the first African
nation to report declining trends in HIV infection. Among the areas that revealed decline was Mbarara, as
the figures show. See S., OKWARE, et alii, “Fighting HIV/AIDS: Is Success Possible,” in Bulletin of the
World Health Organization, No. 79, 2001, pp. 1113-1120. See also,
http.//www who int/bulletin/pdf/2001/issue12/79(12)1113-1120.pdf

3¢ Taken from REPORT, “St. Francis Family Helper Project,” Nyamitanga, Mbrara, Uganda, March
2000, p. 7. See MINISTRY OF HEALTH (MOH), Equity and Vulnerability: A Situation Analysis of Women,
Adolescents and Children in Uganda, 1994 and Update 1996, Kampala, Uganda, 1996. Furthermore, report
prepared by Paul Bolton (The Johns Hopkins University) Lincoln Ndogoni (World Vision International),
from the research conducted by World Vision Uganda and published under the title, “Cross-Cultural
Assessment of Trauma-Related Mental Illness,” indicates that the prevalence of HIV/AIDS can have far-
reaching effects, both direct and indirect. Direct effects refer specifically to organic brain syndromes
resulting from HIV that manifest with depression. Indirect effects include depression secondary to losses
caused by HIV in both the infected —for example, loss of family, ability to function, lack of acceptance and
lack of a future —and the uninfected — such as loss of family and friends, social and material support, and
concerns about the future. The multiple and related losses may explain the high rate of depression. The
results from Rakai and 8 parishes in Masaka (both in Central Uganda) show that the rate of depression is as
high as 24%. Moreover, the finding that 3.7% of the sample reports significant suicidal ideation in just the
last week of illness, 1s also of major concern. See
http://www.certi.org/publications/policv/ugandafinahreport.htm

°! And although credited as a success story in the struggle against HIV/AIDS, Uganda still has one
of the highest ‘reported” levels of AIDS cases. A report by Africa Recovery of June 2001, says that “Uganda
has recorded declining rates of HIV infection since 1993.. Among patients suffering from sexually
transmitted diseases at Uganda’s leading hospital, Mulago, HIV infection rates fell from 44.2 per cent in
1989 to 23 per cent in 1999. This achievement can be attributed to four factors, according to Dr. Joshua
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60% of the total national death burden. Others at the top of the list include tuberculosis, malnutrition
with 38% of under fives stunted, 25% underweight for age and 5% wasted, trauma/accidents and
measles.” Infant mortality in Uganda is high. Only seven out of eight infants born in Uganda will live
to the age of one year. In Mbarara District one out of six will die within a year of their birth. In addition,
the rate of infant and child deaths for Mbarara District is 250 per 1000 live births in a year.* Stunting
(low height for age) is quite prevalent in Uganda, even in areas known traditionally as high food
producing zones. In Mbarara District 53.7% of the children aged 0 to 4 years are growth-stunted. This
percentage is among the highest in the whole of Uganda. In all this scenario, however, we should
mention that the top causes of illness in Uganda, especially malaria, ARI and diarrhea, are all
preventable with a combination of hygiene and environmental management. Unfortunately, despite this
pattern, the emphasis of spending on the principal illnesses continues to be curative rather than
preventive.”* As we shall point out later, in the Church’s healing programs, prevention of sicknesses
must necessarily go hand in hand with the curative measures. However, one can already see that just on
the physiological/clinical level alone, to begin with, the Church in Mbarara is faced with an enormous
task of ensuring that people’s health conditions improve. Yet, the physiological dimension does not stand
in isolation.

Apart from the heavy burden of infectious diseases, Uganda is also simultaneously
experiencing a marked upsurge in the occurrence of non-communicable diseases (sometimes referred
to as diseases of lifestyle), such as hypertension, cancer, diabetes, chronic heart disease, and mental
illness.

There 1s evidence also of sicknesses that go beyond the physiological dimension. Recent

information indicates that mental health disorders confer a heavy non-fatal disease burden on the

Musinguzi, the acting program manager of AIDS Control Program (ACP): the high level of political
commitment to the fight against HIV/AIDS, openness about the epidemic, involvement of all sections of
society and the government policy of decentralization. Even President Yoweri Museveni, ‘got engaged in
the fight early and encouraged other political leaders to do so,” Dr. Musinguzi told Africa Recovery.” Fred
KIRUNGI, “Uganda Beating Back AIDS: Lcadership, Education and Openness are Key to Progress,” in
Africa Recovery, June 2001, P - 26, see also
http://www.un.org/ecosocdev/geninfo/afrec/vol15nol/15nolpsf/151aid12.pdf.

%2 See Franz, PFAFF, et alii, “Medical Healthcare,” p. 2.
>3 See REPORT, “St. Francis Family Helper Project,”p. 6.
* See ibid, p. 6.
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nation.>® The year 2001 analysis shows that the situation has not improved. Dr. Fred N. Kigozi, the
Director of Butabika Mental Hospital (Central Uganda) has said that between two to four million
Ugandans suffer from psychological stress and mental stress disorder: he said that one in every 100
Ugandans suffers from severe mental disorder. “Assessment shows that three percent of Ugandans suffer
from a major depression, while about 20 percent have a mental problem.”® Amidst all this, the
Archdiocese of Mbarara has a significant share. For instance of the patients who visit Mbarara Hospital
(the main center for the three districts of Mbarara, Bushenyi, Ntungamo, and a big part of the Western
Region), 30 to 40 per cent have complaints related to psychological disorders. This is another indicator
for the Church that her healing ministry needs horizons broader than mere ordinary clinical facilities of
hospitals and dispensaries.

It is interesting to see how the causes of the decline in mental health are linked with the
socio-economic and political environment of the country since its independence. According to the report
from the Uganda Ministry of Health (MOH), poverty among the population remains high with an annual
GNP per capita of US$300 and approximately 46% of the people living in absolute poverty (1995/96
Monitoring Survey, Ministry of Finance, Planning and Economic Development). Poverty is recognized
to be the main underlying cause of the poor health situation almost everywhere in the country.
Associated factors are the low level of literacy, inadequate provision and inequitable distribution of
social services and amenities, and the general level of underdevelopment of the service infrastructure.”’
These, in turn, have been largely influenced by the type of governance, and decades of political
instability in the country. Uganda has suffered under regimes of tyrannical rule, dictatorship, and
repeated war situations for over two decades. As a result, the Church’s healing task in this regard is
bound to include programs that surpass combating social deprivation and physiological sickness.

Dr. Kigozi, cited earlier, points out that the number of Ugandans suffering from mental
disorders and nervous breakdowns has shot up in the recent past because of the endless wars,
psychosocial stress and poverty. For example, most cases of mental disorders are recorded from the
northern part of the country, because of the war situation and other problems there. People have lost their

loved ones during battles, assaults, kidnaping of boys and girls, while others have been forced into exile,

** See MOH, Ministry of Health Policy, Kampala, Ministry of Health, September 1999, p. 2.
3¢ See_http.//allafrica.com/stories/200111040062 html; See also http://www.CWNews.com
37 See MOH, Ministry of Health Policy, p. 2.
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or lived as refugees in and outside their own country. “Because of the war situation, socioeconomic
problems, lack of counseling and rehabilitation services, many people have been traumatized and are
on the verge of running mad,” Dr. Kigozi says.*® The escalation of mental problems may not be as
alarming in the Archdiocese of Mbarara as it is in some parts of the northern Uganda, which continue
to experience insecurity from frequent rebel disturbances, but surely the people in the Archdiocese are
not exempt.

Furthermore, the geographical location of the Archdiocese of Mbarara makes her
vulnerable to the effects of migration and the mass displacement of peoples from war-ravaged areas.
Over the years, the Archdiocese of Mbarara has been host to frequent waves of refugees from Rwanda
and Congo. Some of the biggest refugee camps are Nakivale and Oruchinga, about 40 km south of
Mbarara town, close to the border with Tanzania. Already by 1984 each of the two refugee settlements
had the population of 16,011 and 11,019 refugees respectively.” According to US Committee for
Refugees (USCR), in all Uganda hosted approximately 230,000 refugees at the end of 2000: some
200,000 from Sudan, nearly 15,000 from Rwanda, about 10,000 from Congo-Kinshasa, 1,000 from
Somalia, and several thousand from various other countries. In particular, more than 2,000 Congolese
lived at Nakivale camp in Mbarara District, while some 15,000 Rwandan refugees lived at the
Oruchinga, Nakivale (far south of Mbarara town), and Kyaka II settlement sites in the country’s south.*
Since then these numbers have been fluctuating, depending on the level of displacement. Obviously,
unfortunate events like these leave their victims deprived of the bare necessities of life, and their lives
derailed in more ways than one —ways that need to be addressed by the Church’s healing ministry.

It is clear, therefore, that a whole range of sicknesses affect the population, in a manifold
manner: physiological, social, psychological, moral, spiritual, and even environmental. Because of these
and many more types of sicknesses, life expectancy for Uganda is among the shortest in Africa. With

current levels for the AIDS epidemic moreover, it was projected that life expectancy would drop to 40.7

*® http://allafrica.com/stories/200111040062 html
> See statistical data in Anne Mary, Kayonga MUKAMWEZI, Searching for Social Justice,
Appendix III, pp. 7?7

% See http://www.refugees.org/world/countryrpt/africa/uganda. htm US Committee for Refugees
(USCR) is an organization which defends the rights of all uprooted people regardless of their nationality,
race, religion, ideology., or social group.
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years by the year 2000.°' Needless to say, the urgency is great: to have medical facilities in place,
provide vaccinations against preventable diseases, ensure physiotherapy for the sick, and securing
adequate pharmaceutical amenities. In the case of displaced persons (e.g. refugees), in situations where
interpersonal and social bonds have been severed, leaving behind social disharmony, shattered dreams,
morally broken lives, the Church’s healing role is needed there as well.

Morality is brought into the picture here because of the prevailing political history. Due
to the turbulent socio-political climate in Uganda in the past twenty decades, some people have been
submitted to violent conditions; some people have engaged in crime, others taken on vengeful attitudes,
while some have developed a kind of ‘numbness’ or indifference to human suffering. Under similar
circumstances, it is not surprising that certain individuals have practiced corruption, bribery, embezzled
public funds, in order to make ends meet; thefts and robberies (on highways), break-ins and all sorts of
violence have sometimes menaced the population.” This is what one may call moral decadence, side
by side with spiritual degeneration — both of which call for inner conversion and spiritual healing,.

Faced with the situation as we have described above, how does the Church ensure the
health of her members, on different levels of human life? Sickness and disease on both individual and
community levels, is a complex reality that can best be tackled integrally. To what extent has the Church

in Mbarara employed such an approach?

2.3. Local Church’s Response: Identifying Pastoral Strategies & Setbacks Involved
2.3.1. Gauging the Mission

For me personally the experience of being with so many sick, disabled and handicapped
people, yet happy to be active members of the Church, carrying in their own bodies, the
sufferings of us all, was very touching. Also, there was a very vivid realization that there
is a lot of love among many who care for these sick people and do it with joy.
Celebrating the Jubilee of the Sick with the Holy Father, whose health is also ailing,
added a special note of solidarity to the sick people. The sick do indeed support us who
are supposedly healthy!®

6 See REPORT, “St. Francis Family Helper Project,” p. 5.

& See Vincent, E. OKOT-OBURU, Reconciliation: A Moral Therapy for Uganda — A Search for
Peace and Unity in the Socio-Pastoral Teaching of Uganda Catholic Bishops, Romae, Pontificiam
Universitas Lateranensis, 1987, pp. 36-51.

% UCMB, Newsletter of the Uganda Catholic Medical Bureau, Vol. 3, No. 1, June 2000, p. 20.
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The insights from His Grace Paul K. Bakyenga, Archbishop of Mbarara Archdiocese on

the occasion of the Jubilee Pilgrimage World Day for the Sick —Year 2000, do set the tone of the
Church’s pastoral approach to the ministry of healing, amidst the challenges facing the Church in his
Archdiocese. First of all, there is acknowledgment of the tremendous presence of all sorts of sick and
suffering people, with the accompanying task of responding to their cry. His words also echo the spirit
with which this kind of ministry can best be tackled: love, solidarity, and dedicated service. As the Holy
Father says, “Promoting ‘health for all’ is a primary duty for every member of the ...community; for
Christians it is a commitment closely connected with their witness of faith.”*And there is also a
realization that by their heroic courage in the face of suffering, the sick remain a living testimony that
one is able to discover meaning in affliction. With this conviction, and in collaboration with the
government (through the Ministry of Health), and various Non-Governmental Organizations (NGO)s,*
the Church has responded, by putting various ways and means in place to combat the oppressive
situations wrought upon many by sickness. Fortunately, there have been moments of healthy
collaboration between the government of Uganda and the relevant Church organs, although there is a

feeling among Church circles that such coordination hasn’t always been maintained.

2.3.2. Medical Care in Uganda: A Brief Historical Background

Right from the earliest beginnings health care has been an essential component of
Missionary evangelization in Uganda. Why the interest in the healing ministry? According to Deogratias
M. Byabazire, through medical work, the missionaries wished to kindle the spark of Christ-like pity and
compassion among new and potential converts.® It was an undertaking whose basis was Christian

charity and the healing ministry of Jesus Christ. The aim was also to relieve suffering and safeguard the

5 Quoted in ibid, p. 16.

% Some of the Non-Governmental Organization operating in and around the Archdiocese of Mbarara
include CARITAS International, CARE Uganda, The Aids Support Organization (TASO) etc., these offer
education and awareness programs, and thus contribute significantly to disease control. Also in response to
the difficult situation surrounding sickness and its causes, the Government of Uganda embarked on the
modernization of agriculture, improvement of rural infrastructure, development of marketing opportunities,
Universal Primary Education (UPE), Primary Health Care (PHC), and Water Sanitation. Apart from these
means, the government has in place various organs, especially coordinated through the Ministry of Health
(MOH); they include hospitals, dispensaries, and various other health units. See MOH, Ministry of Health
Policy, p. 2. ‘

% See Deogratias, M. BYABAZAIRE, The Contribution of Christian Churches, p. 79.
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God-given gift of “health.”” For, as Dr. R. Y. Stones of the Church Missionary Society (CMS) was to
nsist,
No citizen of Christ’s kingdom can reach Christ’s ideal unless he has a healthy body,
with a disciplined character and trained mind. Christ Himself never condoned ill-health

as a means to personal sanctity, so every member of His Church must be endowed with
health of body, mind and spirit if he is to reach Christ’s ideal for him.®*

The initial efforts in health care set the pattern for the Church’s later involvement. The
health services of the Catholic Church in Uganda date back to the arrival of the Missionaries in 1879
who provided counseling, psychotherapy, and prescribed medication for the sick. Later on, whenever
the early missionaries established a Mission, they would also open a Dispensary which, though limited
in service, was of great benefit to hundreds of sufferers.® It soon becomes evident that even if the
missionaries’ main objective was to preach the Gospel and evangelize the natives, in the process they
witnessed untold suffering on the part of the people of Uganda. At the time, the country was
experiencing epidemics of plague, sleeping sickness, and smallpox. In actual fact, it is reported that the
Franciscan Sisters of St. Mary’s Abbey, Mill Hill, who arrived at Nsambya on 11* January 1903,
embarked on the arduous task of taking care of those afflicted by the rampant epidemics (sleeping
sickness and smallpox), and famine of the time.” In the face of the pressure of such epidemics, together
with the problem of evangelizing a sick community, the missionaries saw it as a matter of urgency to
care for the sick, hence the development of Church Health Services.”

Pursuing their commitment to health care, and in view of the increasing demand, the

Catholic Church established health units and set up centers for the treatment of various tropical ailments

¢ UGANDA EPISCOPAL CONFERENCE (UEC), “Catholic Church Health Policy Guidelines in
Uganda 1996-2000,” 1996, p. 3.

% See Deogratias, M. BYABAZAIRE, The Contribution of Christian Churches, p. 79.

¢ “It has been remarked,” writes J. Bouniol (W. F.), “that the care of the sick is an invariable feature
of the White Fathers’™ missionary work, and that every mission station is equipped with a dispensary. In
Uganda, where many distressing diseases are unfortunately prevalent among the native population, these
dispensaries are widely used. In the year 1927 the total number of patients treated by the White Fathers and
White Sisters in Uganda was 471, 662.” Joseph, P.B. BOUNIOL, (ed.), The White Fathers and their Mission,
London, Sands & Co., 1929, p. 208.

7° See Yves, TOURIGNY, So Abundant a Harvest, London, Darton, Longman and Todd, 1978, pp.
74-75.

"' DHC, “Historical Background,”Mbarara, Diocesan Health Coordinator’s Office, n.d., p.1.
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including leprosy. Among the hospitals to be opened first in the country are Rubaga — Kampala
Archdiocese (1899), Kisubi — Kampala Archdiocese (1904), Villa Maria — Masaka Diocese (1502),
Nsambya — Kampala Archdiocese (1906), Naggalama — Kampala Archdiocese (1907), Virika — Fort
Portal Diocese (1910) and Kamuli — Jinja Diocese (1914).” These were started as small health centers,
and gradually developed into hospitals.” Both the missionary Fathers, sisters and their close
collaborators worked so hard that by 1937-38 there were 19 Catholic hospitals in Uganda with a total
of 677 beds; and 689,475 out-patients had been treated during the same period in 72 dispensaries. In the
four leprosy centers 336 patients were receiving care.”* By 1950 there were almost 100 Catholic medical
centers in Uganda. The network of health units belonging to the Catholic Church has grown over the
years and presently covers the whole country. Most of the units are deep in the rural communities and
cater for geographically disadvantaged areas.

However, for the venture of consolidating a successful health program, the missionaries
had to ensure that there was personnel to run the dispensaries, hospitals and health centers that had been
founded. Staff were initially recruited from overseas, but in subsequent years training schools for nurses
and midwives were started. In the years that followed, the missionaries established Training Institutions
to respond to the staffing and related needs in these Institutions. Young girls were, therefore, recruited
anci trained in Nursing and Midwifery Science. But the recruitment exercise and training was not that
easy: for many years it was exceedingly difficult to get resident doctors, and health units in the vicinity
of townships could only engage part-time physicians. For example, an Asian Doctor Ahmend by name,
faithfully served Rubaga hospital in this manner until 1953 when the hospital got its first full time
Doctor, Dr. Magdalene Oberhoffer of the Grail.” To their school for midwives founded in 1919, the

Franciscan Sisters for Africa added a Nursing School at Nsambya in 1935. This school, along with one

™ UEC, “Catholic Church Health Policy Guidelines in Uganda™ 1996, p. 3. Tourigny’s account
presents some differences in vears, depending perhaps on the launching and opening first as dispensaries,
and then later as hospitals. See Yves, TOURIGNY, So Abundant a Harvest, pp. 80-81.

7 Yves Tourigny testifies to this when he says that “Since Mapera’s [meaning Fr. Loudel, ‘Mapera’
being a native rendering for the French title ‘Mon Peére,’(Father)!] time a small dispensary had been a regular
feature in all the mission, but Sisters, who were better trained in this work, could now develop the dispensary
at Rubaga in such a way that within a few years they had there a modest hospital to receive the first victims
of sleeping sickness.” Ibid, p. 67.

7* See ibid, p. 147.
7 See ibid., p. 148; UEC., “Catholic Church health Policy Guidelines in Uganda,” 1996, p. 4.
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at the Protestant hospital of Mengo (Kampala), were the first such schools in Uganda. By 1945 the
number of Catholic nurses was sufficient to justify the foundation of the Catholic Nurses Guild,” with
its headquarters at Nsambya hospital.

Another significant development in the Church’s health care sector was the introduction
of an administrative body at the national level known as the Catholic Medical Bureau, still in operation
today.” As early as the 1950's Church Health Services gradually expanded and the present Catholic
Medical Bureau was established in 1955. At the time of Catholic Medical Bureau’s establishment, the
following objectives were foreseen: one, to coordinate an ever-growing network of Health Services at
the National and Diocesan levels. And second, to procure and distribute drugs, equipment etc. to Church
health units. The Diocesan Health Offices were established in 1987 to act as a liaison for the Catholic
Medical Bureau on the lower regional level. These were signs that the Church’s medical apostolate was
getting more and more organized. In fact since 1955, very little had been done to establish a “Common
Church Health Policy,” that would help to spell out the philosophy and aspiration of the Church in the
health sector. It is only in June 1999 that the Mission Statement and Policy of the Catholic Health
Services was published by the Uganda Medical Commission. Up to then, there were few national
statements of goals or guidelines.

Before we conclude this sub-section, let us say a word about the Church’s health care
status alongside that of the government. One thing is sure: the Church’s contribution in the medical field
has been far from peripheral. And even if the Western type of medicine was first introduced in Uganda

by the Impernial British East African Company as early as 1889, it was not readily available to the

76 See Yves, TOURIGNY, So Abundant a Harvest, 1978, p. 148. Catholic Nurses Guild is an
association made up mainly of professional or Registered Nurses. This association helps the nurses in
networking, sharing of work experiences in view of improvement, as well as ensuring that in the places of
work nurses’ rights are recognized by the government, non-governmental organizations and various
Churches.

77 The Uganda Catholic Medical Bureau is the office of the Medical Commission (this was instituted
by the Uganda Episcopal Conference as the health policy-making body of the Church), and the Executive
Secretary of the Board of the Commission is the head of the Bureau. This linkage between policy and
implementation is vital in ensuring permeation of church health policies into the entire system. There is
evidence to show that ever since this body was created the Catholic health services in Uganda have been
better organized and coordinated. Liaison and better working relations between the Church, NGO’s and the
Government have been established, for the betterment of medical programs in the country. The bureau’s role
in relation to dioceses is primarily co-ordination, animation, advisory, promotive and supportive in all health
matters. See UEC., “Catholic Church health Policy Guidelines in Uganda,” 1996, p. 6.
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natives. It was the Missionaries who, eight years later in 1897, started medical services devoted mainly
to Africans.” However, the role of the Church in health services later became complementary when the
Government of the Colonial Administration established a Medical Department in 1902 to take charge
of all health matters, and encourage the Local Administration to participate in the running of health
services. During the 1960's Government Health Services were fully functional; the Church played only
a supplementary role and was responsible for only 21% of the total Health Care. The 1970's, however,
ushered in political upheavals that ended up with a decade of devastating wars, a deteriorating economy,
rising inflation and physical destruction of the whole infrastructure, reducing the once good government
Health Care service to an abhorrent state. During this same period, however, the Church Health Services
continued to render commendable service to the community. The exodus of patients from government
health facilities to the better functioning Church Health facilities led to the expansion of both the
physical infrastructures and services rendered therein. The supplementary role of the Church became
one of ‘partnership’. Today, Non-Governmental Organizations and the Catholic Church together render
40-50% of the total health care in the country.”

One can say, therefore, that on the national level the contribution of the Catholic Church
in Medical care is unique and pivotal.*® Through her various structures the Church, where possible,
continues to liaise with governmental health organs, with Non-Governmental Organizations, and has

helped to enhance the healing mission to the various parts of the country.

2.3.3. Healthcare Programs in the Wesfern Region

In order to better focus on the health care services in the Archdiocese of Mbarara, it is
important to historically situate it within the larger mission in the Western Region. In the 19™ century
people in Western Uganda were in poor health owing to the many diseases with which traditional
medicines could not deal effectively. Cures of such diseases were first introduced into the region by the

Christian missions, and, like education, medical work became part of the missionary enterprise.®’

™ See ibid, p. 3.

’® See DHC, “Historical Background,” p. 1.

%0 See UEC, “Catholic Church health Policy Guidelines in Uganda 1996, p. 11.

¥! See Deogratias, M. BYABAZAIRE, The Contribution of Christian Churches, p. 79.
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Like the process of evangelization itself, modern medical work had a humble and
difficult beginning. The first simple dispensary in Western Uganda was established at Kabarole in Toro
in 1899 by two missionaries of the CMS, R. Fisher and A. Allen, with the help of Kasagama. In their
small dispensary they treated patients who suffered especially from the abscesses and wounds, at the
time so common among the people. From these humble origins, began a more ambitious project, the
establishment of a hospital. The very first hospital in Western Uganda was opened by CMS at Kabarole
after the arrival of Dr. Ashton Bond in Toro in March 1903.

On the Catholic side, meanwhile, Fr. Achte, who, like all White Fathers of his time, had
learnt something about medicine during his training, initiated simple medical work at Virika Catholic
mission. Fr. Achte and his collaborators set up twenty-six huts to accommodate the sick. These simple
medical services at Virika were continued until 1914 when the White Sisters opened a dispensary there.™

Moreover, the success of the curative programs heavily depended on the preventive and
promotional programs. Byabazaire shows clearly how the mission Churches understood and took with
seriousness the saying that “prevention is better than cure”. He observes how one of the most serious
health problems in the early days of evangelization in Uganda, Western Uganda in particular, was the
high rate of infant mortality. One way of curbing such a high rate was to educate mothers in matters of
simple hygiene, child-care, cleanliness and first aid. Child welfare clinics provided children with free
preventive vaccinations against measles, small pox, polio and other common child diseases. In addition
to such programs, medical missions began ante-natal clinics to care for expectant mothers. These
educational programs taught mothers better feeding during pregnancy, how to avoid malnutrition and
Kwashiorkor, among their children, hygiene, hospital and home delivery, various ways of improving
cooking, proper feeding, and family planning. In addition, the medical workers mobilized rural people
to cooperate and procure clean water, better houses, proper ventilation and good roads.®

The pioneer medical efforts elsewhere in the Western Region which we have referred
to above, set the pattern for what was to be done in other mission stations, especially in the Archdiocese
of Mbarara. Each station provided some sort of medical treatment irrespective of whether the missionary

personnel were medically qualified or not. Usually medical treatment was given in small rooms attached

82 See Joseph, NICOLET, Yohaana Kitagaana, Mbarara (Uganda), Omuhanda gw’Okumanya, 1987,
pp. 21-22, 29-30; see aiso D. M., BYABAZAIRE, The Contribution of Christian Churches, p. 80.

¥ See ibid, pp. 86-87.
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to the missionaries’ houses. For example at Ibanda in Ankole, Candida Tiratumire, the first locally
trained nurse, ran a tiny mission dispensary for many years. Catechist Yohaana Kitagaana is still
remembered at Rugazi in Bunyaruguru and at Rushoroza in Kigezi (Kabale Diocese) for his simple
medical services, which he made an essential part of preaching the Gospel, and whose success helped
to attract converts to Christianity. He is reported to have treated numerous people of wounds. Father
Joseph Nicolet (White Father) recounts in his book how numerous patients came flocking to Kitagaana,
and how his fame as a healer spread.®

Religious Congregations of women in particular have played a very important role in
establishing Medical Units in the Archdiocese of Mbarara. The Sisters of Mary Reparatrix (Bashabirizi)
started the Burigita First Aid unit in 1935, at Butare in Buhweju Parish. When Our Lady of Good
Counsel Sisters (OLGC) cameb from Canada, they took it over (1945) and made it into what is now
known as the Butare Dispensary. Nyamitanga dispensary started in 1936 with the help of Miss Theresa
Kabanyogonya (later Sr. Helen). The Good Counsel Sisters joined her in 1938. In 1960 it changed hands
to Daughters of Mary and Joseph. Mushanga dispensary was started by Sr. Noella (OLGC) in 1951 and
the Grails took it over in 1959. In 1962 Ibanda was opened as an Aid Post of Nyamitanga dispensary by
Sr. Brigid of the Congregation of Ladies of Mary (presently known as Daughters of Mary and Joseph
— DMYJ), who was later joined by Sr. Sylvia on the same Congregation. They both worked hard and in
1965 plans to extend it into a hospital were underway. MISEREOR, the well-known Church aid-
organization in Germany, donated the greater part of the funds for the building of the hospital while the
rest was raised locally. The hospital opened in 1970 and was entrusted to the religious Congregation of
the DMJs.® At present, Ibanda Hospital is administered by Our Lady of Good Counsel Sisters (OLGC).

When the Good Counsel Sisters transferred their Mother house from Butare to
Kyabirukwa (about 40km south of Mbarara) in 1964, they found it necessary to start a dispensary. In the
late 70's, due to the increasing number of patients, the Catholic Church in the Archdiocese of Mbarara,
through the initiative of the Christians themselves, founded new Medical Units. These Units include St.
Benedict, Bubangizi dispensary, Rugazi, Nyakasiro, and Kakoma dispensaries. Later in 1991 when the
Verona Fathers took charge of Kyamuhunga Parish, they also started a dispensary. It is, therefore, from

# See ibid, p. 80.

% See The Link, No. 54, June 1966, pp. 34-35. The Link was a diocesan publication on pastoral
issues, etc. See also Deogratias, M., BYABAZAIRE, The Contribution of Christian Churches, pp. 84-85.
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the primitive and limited services begun by missionaries, that presently the Catholic Church in the

Archdiocese of Mbarara has flourishing medical services.*

2.3.4. Medical Health Care Programs in Archdiocese of Mbarara
2.3.4.1. Curative Medical Care Programs

Curative Medical Care refers to treatment of the sick in dispensaries and hospitals. In
the Archdiocese of Mbarara there are 20 health units in all. These are as follows: 9 units including one
hospital in Mbarara District. That is: Buhungiro Dispensary, Kabuyanda Dispensary, Kakoma
Dispensary, Nyamitanga Dispensary, Rubindi Dispensary, and Kyabirukwa Health Center and Kazo
Dispensary. Bushenyi District also has 9 units including a hospital namely: Bubangizi Dispensary,
Nyakashoga Dispensary, Nyakatsiro Dispensary, Rugazi Dispensary, Butare Dispensary, Bitooma Health
Center, and Mushanga Health Center. Ntungamo District has 2 health units, including St. Lucia, which
is a sub-dispensary or health center.*” The two hospitals are Ibanda Hospital (in Mbarara District) with
a 176 bed capacity, Comboni Hospital Kyamuhunga (in Bushenyi District) with a 100 bed capacity. In
the year 2000 each of the health units, including the hospitals, handled a total of 153,103 patients, an
average of 9,569 patients per hospital, with about 38 patients visiting per day.®® For this number of sick
people there 7 doctors: 4 working at Ibanda Hospital and 3 at Kyamuhunga Hospital. The average
number of nurses working in hospitals, excluding student nurses, varies between at 60 and 80, while

dispensaries and smaller units carry an average of 5 nurses for each health center.

2.3.4.2. Preventive and Promotional Programs

The Church realizes that her members are afflicted by sicknesses and illnesses that go
beyond the provision of medical health; there is need to engage in programs that offer to the people
social as well as counseling services. To this end the Archdiocese established the Social Services

Commission, an administrative body with a priest in charge, and personnel involved in a number of

% See Franz, PFAFF, et alii, “Medical Healthcare,” 1986, p. 2.

¥ See DHC, “Summary Report on Activities of Diocesan Health Office for Ms. S. Servae’s Visit —
29 March 2000, p. 1.

¥ See statistical data in SOCIAL SERVICES DEVELOPMENT HEALTH COORDINATOR,
Project to Support the Functioning of Diocesan Health Office of Mbarara Archdiocese 2001-2003, pp.1-5.
The utilization data indicates Out Patients Department (OPD) first attendance, re-attendance, including
immunization and antenatal. The figures were received from the respective unit reports.
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programs. Under this structure falls the Office of the Diocesan Health Coordinator as well as structures
that organize basic educational and developmental programs for communities (rural women and youth
groups), counseling and relief aid services etc. Those that deserve particular mention are: the
Community Basic Health Care/Primary Health Care (CBHC/PHC) programs; HIV/AIDS and Counseling
teams; and Babies Home® In this way the Archdiocese upholds the tradition begun by the

Missionaries, of sustaining the preventive and promotional programs.

2.3.4.3. CBHC/PHC and Mobile Clinics

The Community Basic Health Care/Primary Health Care (CBHC/PHC) program is
defined by World Health Organization (WHO) as “‘essential health care made universally accessible
to individuals and families in the community through their full participation at a cost the community and
the country can afford to maintain at every stage of their development, in a spirit of self-reliance and
self-determination.”® Under this arrangement teams of workers and medical staff target communities
because the well-being of the individual heavily depends on the involvement of communities, especially
at the grass-roots. CBHC/PHC, therefore, entails the participation and involvement of the whole
community in solving their own health-related problems within the community. The educators ensure
that the planning, personnel and other resources all come from within the community. External

assistance provides only limited technical advice.”

¥ See ibid, p. 5. In response to such challenges. which eventually impact on human well-being, on
her part, the government of Uganda recentlv embarked on a major Poverty Eradication Program with
emphasis on the modernization of agriculture, improvement of rural infrastructure, development of marketing
opportunities, Universal Primary Education, (UPE), Primarv Health Care (PHC), and Water and Sanitation.
See MOH, Ministry of Health Policy, 1999, p. 2.

* In 1978, an international meeting of the World Health Organization held at Alma Ata in
Kazakhstan called on the world’s governments, all health and development workers and the world
community to implement policies directed to the provision of Primary Health Care, saying “Primary health
care is the key to attaining this target as part of development in the spirit of social justice... Primary health
care is essential health care based on practical. scientificallv sound and socially acceptable methods and
technology... It is the first level of contact of individuals, the family and community with the national health
system bringing health care as close as possible to where people live and work....” See:
http://www . mmmworldwide.org/?article=Community+Based+Health+Care.

' See Franz, PFAFF, et alii, “Medical Healthcare,” 1986, p. 5. CBHC also involves working with
local communities to ensure safe water supply. It provides programmes that address Care of the Carers, and
the promotion of indigenous knowledge through development and use of plants that cure and the promotion
of therapies that complement Western approaches to medical care. See:
http://www.mmmworldwide.org/?article=Community+Based+Health+Care.



-36-

At present the Archdiocese has a total of 11 Community Basic Health Care/Primary

Health Care (CBHC/PHC) programs, out of which 5 are very active and are attached to the existing
health units. Among the active ones are: Mushanga dispensary, Rukinga and Ibanda Hospital The other
six are inactive due to lack of funds and are independent, that is, not attached to any health units. The
medical units we have mentioned have made provision of facilities and staff to carry out the necessary
educational programs to the respective communities. In addition, some units like Ibanda hospital,
Mushanga, Nyakatsiro and Kyabirukwa dispensaries go beyond their Units by using Mobile Clinics. This
type of service is useful in that the sick, who would not be able to reach the dispensary due to transport
problems, are being served. It also diminishes the number of patients coming to the dispensary.*
However, as we shall see shortly, there are lots of other problems which remain to be addressed in this

arca.

2.3.4.4. Counseling Services in the Archdiocese of Mbarara.

Because of [the] stresses of poverty, increased by lack of education, many families are
very unhappy. In such families, where poverty and illness such as AIDS are often
present, other problems emerge, e.g. drunkenness, alcoholism, battering of women,
physical and sexual abuse of children and severe depression. We are training counselors
to intervene in such families in order to help people make some changes.*

These words taken from the report of St. Francis Family Helper Project™ (with its offices
at Nyamitanga hill, Mbarara), represent some of the Church’s efforts to broaden her healing ministry to

include the area of counseling. As far as counseling is concemed, St. Francis Family Helper Project’s

2 See F., PFAFF, et alii, “Medical Healthcare,” 1986, pp. 6-7.
? REPORT, “St. Francis Family Helper Project,” p. 13.

* The St. Francis Family Helper Project is one of the bodies that contributes to the cause in question.
St. Francis Family Helper Project was founded in 1984 by a group of people interested in helping very poor
children receive an education. Later, taking into account the needs of the society around, the scope was
widened to include several other activities. The aims and objectives of this group include: promoting both
formal and informal education in the target area (Mbarara area). This is done through sponsoring the formal
education of poor children, through skills sharing and technical training with young adults and through
training of farmers in sustainable organic agriculture. St. Francis Family Helper Project also has as aim to
promote better nutrition, better home health care and better hygienic practices, with special attention to
children, persons with AIDS, and other vulnerabie groups. And lastly, the Project intends to promote better
mental health and development through offering counseling services to individuals, families and groups. See
REPORT, “St. Francis Family Helper Project,” p. 4.
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mission is to continue working with families, and counseling individuals and groups, so that they may
be able to lead better lives. During the holidays children sponsored by the Project and who may be facing
severe difficulties at home or in school, and who need emotional and mental as well as financial support,
receive either individual or group counseling. Throughout the year individuals, families and groups from
the Project’s targeted area receive counseling, both at the Project or in their villages, whichever seems
more appropriate.” At the same time, the department of counseling carries out one other function, that
of training counselors. The project has a training program affiliated with the Catholic University of
Nkozi (located about 120 km west of Kampala city), which grants diplomas to successful participants.
The project trains nurses, teachers, social workers, and other prqfessionals to carry out counseling in a
variety of situations. We may say, therefore, that even if St. Francis Family Helper Project is not an
enormous project, its contribution to community health care, particularly in the area of counseling,
cannot be ignored.

However, to our knowledge, apart from the role played by St. Francis Family Helper
Project, counseling ministry in the Archdiocese of Mbarara is far from being developed; only a limited
number of people engage in this crucial ministry. For instance, to indicate how serious the need for
counselors is, in the whole of Ibanda county only one counselor is officially appointed to specifically
deal with counseling HIV/AIDS victims, namely Sr. John Kanjobe, a nun of OQur Lady of Good Counsel
(OLGC) congregation. In the annual report to the Medical Superintendent, Uganda Martyrs Hospital,
Ibanda, she is quoted as saying: “My service is to offer ongoing counseling until somebody’s death...It
is through this service that I prepare them for a happy death.” Sr. John Kanjobe, stationed at Ibanda
Hospital, is extremely devoted and actively involved with all sorts of people who come to her for
counseling and advice. Unfortunately, she is alone in this enormous apostolate. Apart from these efforts,
there are one or two other personnel attached to Government-run programs involved in counseling
activities in Mbarara district. We are not aware of any staff from the Archdiocese involved in counseling
in the districts of Bushenyi and Ntungamo. Moreover, with the limited number of staff around Mbarara
and Ibanda, those involved do not measure up to the overwhelming numbers in need of counseling

services. Obviously, the few that are involved also face all sorts of difficulties. Among the biggest

* See REPORT, “St. Francis Family Helper Project,” p. 4.

* IBANDA HOSPITAL, Re: Annual Report on HIV/AIDS Activities and Counseling Services done
in Uganda Martyrs Hospital — Ibanda During the Year 2000, 7 December 2000, p. 1.
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hurdles Sr. John Kanjobe faces are lack of funds, means of transport to visit her clients in their homes,
or to participate in the funerals of the deceased — a gesture that would be of much importance to the
bereaved families, relatives and friends. Some homes are burdened with the orphans left behind by the
victims of AIDS and other diseases, in the face of whom the work becomes even more formidable,

without sufficient personnel and funding.

2.3.4.5. Ibanda Babies Home.

One other place in which the Archdiocese of Mbarara participates and contributes to the
ministry of healing, i1s through Ibanda Babies Home, which cares for motherless abandoned babies. This
center traces its origins to 1967 when nine babies were left abandoned at Mbarara government hospital
after the death of their mothers. It was soon realized that instead of keeping these babies in the hospital
(where they were in danger of being exposed to cross-infection, and due to several other inconveniences
involved), they needed better surroundings for proper growth. The District Medical Officer at the time
requested the Ankole Advisory Welfare Committee to set up a Reception center affiliated with the
mission hospital. From 1969 onwards fund-raising activities were able to raise the necessary amount of
money to establish this center. It was later entrusted to the then Catholic Diocese of Mbarara, which has
been in charge since 1973. Today the Archdiocese facilitates and maintains Ibanda Babies Hbme under
the Social Services Commission. A nun of the Congregation of Mary Mother of the Church (MMC), and
a few local staff run the center. Being close to Ibanda Hospital is quite strategic: the babies who fall sick
are assured of medical care. For the past 5 years the center has handled an average of 25 babies, so that
in December 2001 there were a total of 28 children of varying ages.®” Originally those in charge of the
center planned to return the children to their extended families or to entrust them to foster parents as
soon as they reached the age of reason.”® Since 1973 nine (9) children have been given away through
adoption or returned to their relatives.

The presence of this Babies Home is certainly another sign of the Archdiocese’s
commitment to protect human life, especially when it is most vulnerable. But there are many needs still

to be met: the center itself is faced with some challenges in its day to day running. The Babies Home

7 Here are a few statistics of the babies for the last 5 years: 1997 (23), 1998 (27), 1999 (24), 2000
(25), 2001 (28). See IBANDA BABIES HOME, Diary, Ibanda, Uganda, 1973---.

*® Deogratias, M. BYABAZAIRE The Contribution of Christian Churches, p. 87.
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would have wanted to expand on its infrastructure to create room for more children, and also ensure
better living conditions for the grown-up children on the campus. The center would like to start self-help
projects to help in the running of the Babies Home, but there is hardly any extra money available. It is
unfortunate also that Ibanda Babies Home is the only one in the whole Archdiocese for the three

districts, meaning that several other babies are left without assistance.

2.4. Evaluation of Medical Care: A Ministry of Achievement and Overwhelmed Success

Our consideration of the Church’s healing ministry so far, from the perspective of
curative and preventive programs (conventional medical care), reveals a story of achievement but also
persistent challenges. A few highlights in this regard are in order.

We indicated earlier how alongside the preaching of the Gospel, the missionaries also
made use of simple medical facilities and personal talent to cure the locals of several maladies. In
Mbarara and wherever else they went to evangelize, they set up small clinics or dispensaries for the
purpose of improving the health of the evangelized. This apostolate benefitted people regardless of age,
status or belief system. It is even reported that P. Lourdel (White Father) administered medication to
Mutesa, the Kabaka [king] of Buganda, who was suffering from severe dysentery and saved his life.
Because of that incident Loudel earned the title of ‘king’s physician’, although he himself would insist
on calling himself ‘doctor without talent’*® Since these earlier times medical work, like education, has
remained part of the Church’s enterprise.

Objectively speaking, many people in the Archdiocese and Ugandans in general have
improved their health to a considerable extent through the medical work of the Christian missions.
Before the arrival of the Christian missions traditional medicine could not cope with the poor health
situation of the populace. The missions introduced scientific medicine, and brought many diseases
hitherto regarded as incurable under control. The missions spread the new remedies to as many people
as possible through medical safaris and through the opening of dispensaries, maternity centers and
hospitals at various points in the region. They also made intense efforts to prevent disease through the

promotion of domestic hygiene, better nutrition and maternity care.'®

*Seel].,P.B.CUSSAC, L ‘apétre de l'Ouganda: le Pére Loudel, Paris, Librairie missionnaire, 1946,
pp. 98-99.

1% See Deogratias, M. BYABAZAIRE The Contribution of Christian Churches, p. 118.
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The medical work of the Church has also traditionally been intimately connected with
religion. Some health centers have maintained the practice of daily religious services and instruction as
part of the normal life. At Ibanda Hospital, which has the privilege of having a clergy member as
chaplain, the medical staff have the opportunity of celebrating Mass every day. Thus patients are treated
not only physically but also spiritually, a combined treatment that is so important, since it is in accord
with African tradition in which healing and spiritual power are integrated. Because of this, in the early
days of missionary evangelization, it is not surprising that the ministry of healing helped in attracting
converts to Christianity.

This spiritual element is perhaps what the Catholic Medical Bureau in Uganda has
sought to broaden by attempting to introduce a holistic approach to medical services. The mission of the
health services in the Archdiocese of Mbarara, in accordance with the official policy (as the UCMB
Mission Statement indicates), is derived from the mission of the Church which has a mandate, based on
the imitation of Christ and His deed, to promote life to the full and to heal. These services are committed
to a holistic approach in healing by treating and preventing disease, with a preferential option for the less
privileged. In addition to the holistic approach, since the individual is central to all activities of the
catholic health services, a basic attitude of respect for the human dignity is the guideline for all who
serve in these institutions.'®" The spiritual character of Church-owned medical institutions has remained
an attraction up to the present. It is not uncommon for people to bypass a government hospital or
dispensary, where services are offered free of charge, to go to the mission where they have to pay, and
allegedly feel more at ease.

The payment, however, is meager. All the health units in the Archdiocese, like all the
health units under the Uganda Catholic Medical Bureau, are referred to as “Private-not-for profit”
(PNFP) health services. This new title was introduced by the Churches in Uganda so as to make health
services not belonging to the State more clearly identifiable. The Churches saw it to be important that
these services do not operate for the aim of making profit (but rather with the concern of providing good
services to those in need of health care). Fees have to be charged for service, but that these fees are

lower than the actual cost of the service provided (subsidized services). This is in fact what happens now

% See UEC, “Mission Statement and Policy,” 1999, p. 1.
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in most PNFP hospitals and health units around the diocese.'™” This is of great advantage to those who
are not able to afford expensive medical services. And it is in accordance with the policy of the Catholic
Church, namely that the poor not be denied health services because they lack the means to pay.'®

The Diocesan Health Office, of the Archdiocese of Mbarara, ensures that the services
provided are guided by Christian ethics and the evangelical spirit. This office came into existence in
1984, with a full time Diocesan Health Coordinator — currently in the person of Sr. Margaret Katyoko.
The Diocesan Health Coordinator is full time, appointed by the Bishop himself, and has a job description
to oversee, supervise, coordinate, and facilitate the activities of the current 16 health care units. The goal
is achieved through wisits to units by the DHC, in facilitating health workers through
workshops/seminars, and renewal courses to empower them with managerial skills. Coordination of this
office is strengthened through liaising with the relevant organizations and institutions. The Diocesan
Health Office works within the mission statement and policy of the Uganda Catholic Medical Bureau,
which states that the provision of health services in the Roman Catholic Church in Uganda should
spearhead the holistic approach, be integrated and conﬁnuous, of good quality, accessible and
sustainable. '™

Despite the presence of health facilities, great efforts and achievements in the medical
and the appropriate spirit in place, the picture is not as glorious as it appears. The Archdiocese faces
challenges, some particular to the Archdiocese, but most of them similar to those faced elsewhere in the
country. It is perhaps because of various limitations that people seek out alternatives to conventional
medicine.

First of all, the medical units, personnel, and the facilities in the health care units are
overwhelmed by the huge numbers they are meant to serve. For the 3 districts covered by the
Archdiocese of Mbarara, with a population close to 2 million inhabitants, there are only 88 health units:
57 governmental, 20 Diocesan and 11 Other (NGO’s). This means that there is only 1 (one) health unit
for approximately 23,000 people. As we saw earlier, the Church has tried to bring medical services

closer to the rural populace. However, geographical access to health care is still largely limited to about

' Daniele, GIUSTL,“Not-For-Profit: What is It?”in Uganda Catholic Medical Bureau Bulletin, Vol
1, No.1, December, 1998, p.11.

' See UEC, “Mission Statement and Policy,” 1999, p. 1.

1%4 See ibid, p. 1.; see also DHC, “Project to Support the Functioning of Diocesan Health Office of
Mbarara Archdiocese,” 2001, p. 1.
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49% of the population, i.e., population living within five kilometers of a health service unit."™ Rural
communities are particularly affected, mainly because health facilities are mostly located in towns along
main roads. Sick people have to travel, often on foot to reach them. Those not able to walk, or whose
families or relatives cannot afford quicker means of transport risk death before receiving medical
attention. Worse still, not every health unit has a medical doctor, a situation impacting directly and often
adversely, on patient care. Limited medical staff may be overworked and not have enough time to listen
to the patients. Those admitted to hospital may not get the necessary individual attention. However, as
we shall indicate later, almost every village has a native healer, readily available to clients. Is it any
wonder that those in need prefer to go to such native healers, instead of having to walk long distances,
or to queue up in long lines waiting to be served?
An additional challenge to conventional medicine in the Archdiocese of Mbarara and
Uganda in general, is the lack of sufficient midwives.'® From the global perspective in many countries,
since 80% of the population live in rural areas, it means that conventional health systems still do not
reach the majority of children and families in the developing countries,'”” and there are insufficient
midwives for adequate village services. Of all deliveries in the world, 85% take place in developing
countries and less than 50% of these deliveries are attended by trained medical personnel. It is not
surprising that over the years, the number of maternal deaths from pregnancy and child birth has
remained high. It is estimated that half a million women die in childbirth every year, and of these 99%
occur in the developing world. Many of the deaths occur in the Sub-Saharan Africa, Uganda inclusive.'®®
According to 1995 Uganda Demographic and Health Survey, maternal mortality was estimated at 506
per 100,000 live births.'® Further research has shown that more than 60% of mothers are not attended

1% In Mbarara District only 25% of the population lives within 5 kms of a health unit. There is one
doctor for every 60,000 people within the District. See REPORT, “St. Francis Family Helper Project,” p. 7.

1% A sample-study carried out by Sr. Rose Ntegamahe (OLGC) in Ibanda Sub-district, attempts to
illustrate how Traditional Birth Attendants (TBA) help fill in this vacuum. See Rose, N. NTEGAMAHE,
Post Natal Practices by Traditional Birth Attendants in Ibanda Subdistrict, Mbarara District, A Dissertation
Submitted as Partial Fulfillment of the Requirement for the Award of Diploma in Medical Education of
Moakerere University, Kampala, Makerere University, 1996.

197 See ibid, pp. 5-6.

% See ibid, p. 1. See also Global Child Health News and Review, 1993, in
http://edie.cprost.sfu.ca/genet/gehnr-11. htmi#ChildHealth2000

1% See MOH, Ministry of Health Policy, p. 4.
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by trained health personnel during child birth.""" Therefore, although health services throughout the
world are expanding, 60-80% of the births in developing countries still take place outside of health
facilities, supervised by trained or untrained Traditional Birth Attendants (TBAs). To these TBAs we
shall return at a later time, but for the moment it is sufficient to note that traditional systems will
continue to exist side by side with the modern system since the Traditional Midwives and healers remain
the primary source of health care where medical personnel are unavailable.

Within this state of affairs, the last 10 years or so have seen the mushrooming of a
number of small privately-owned health clinics, owned by individual doctors and/or trained nurses.
While it is true that such private clinics have brought services closer to the people and saved many lives
in danger, one cannot rule out certain abuses. Some nurses have inadequate training. At some clinics the
main focus is on making money. There have been incidents of faulty diagnosis and inaccurate
prescription of drugs. If hospitals lack medical equipment, and essential medicines, it is even worse in
the tiny individually-owned clinics.

Other major problems in the health sector of the Archdiocese of Mbarara, are related to
health care organization, management and financing. While coordination within the diocesan health care
units themselves is well organized, the liaison between diocesan and governmental health care structures
leaves room to be desired. There is insufficient collaboration between the public and the private sectors.
“Despite the parmership declared at central level,” says Dr. (Bro) Daniele Giusti, the Public Officer of
Uganda Catholic Medical Bureau, “many obstacles still hamper the implementation of this partnership
at district level.” He points out, for instance, how the delegated funds (i.e., the subsidy the government

11" And there are similar

1s meant to contribute to Church-run health units), do not always flow as desired.
delays, in the exchange of operations — something that creates unease and weakens bilateral relations.

Reports indicate that often diocesan units face the problem of inadequate funding: some
of the units have depended mainly on funding from overseas. There is no guarantee that each year

sufficient funds will arrive. Worse still, most of the health units do not have viable income-generating

"' For instance, information given by Uganda Bureau of Statistics indicates that in one district within
the Archdiocese (Ntungamo), out of 15,780 women that gave birth, only 770 were attended to by a medical
Doctor, 4,170 by Midwife/Nurse, while 3,490 were attended to by a Traditional Birth Attendant. 5,450 cases
were handled by a relative, and 2,490 by others. See UBOS, http://www ubos.org/health html

""" See UCMB, Newsletter of the Uganda Catholic Medical Bureau, p. 1.
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activities for sustainability. The main source of income is user-fees.'"”

Yet, most of the patients who
come to these hospitals can barely afford to cover their medical bills. Most units have unpaid accounts,
which most probably will never be paid. The question 1s: who will pay the rest of the money? Some
contribution comes in from the diocese, but sometimes allocations may not come in time; and at other
times, because of deficits in the diocesan budget, the health care sector is allocated less than 1s necessary.
The balance is then expected to come from individual out-of-pocket payments. Indeed, the financial
constraints continue to pose major challenges to Catholic medical care countrywide.'"

Mal-distribution of human resources poses problems of its own. The Archdiocese has
only one nursing school, Ibanda School of Nursing and Midwifery, whose output cannot satisfy the needs
of all the health units. A few candidates to nursing are also sent to schools outside the Archdiocese,
involving greater expenses of sponsorship. To make it worse, Government recruitment exercises affected
staffing, in that many health workers (professionals) have joined the government, in search of a better
salary. The hospitals Ibanda and Comboni are most affected by the shortages. Primary health care units
also suffer from low staff morale due to poor pay and over- dependance on untrained personnel.'* And
because medical staff in government health centers are better paid, (with pay-raise now and again)
private units lose personnel.

All in all, we can say that in spite of all these efforts by the Church, what Kipanza says
of the African continent in general still holds for the Archdiocese of Mbarara. He observes that the state
of hospitals and medical services in post-colonial Africa is deplorable, citing lack of infrastructure and

maintenance of the resources, lack of personnel adequately trained for the work, a bit of negligence here

and there on the part of medical staff whose working conditions and remuneration leave a lot to be

"2 See DHC, Progressive Report on Health Coordination Mbarara Archdiocese for Year 1999, p. 2

'3 This concern is summarized by the Catholic Bishops of Uganda as follows: “While the Catholic
Church continues to uphold the principle of Christian Charity and the Healing Ministry of Jesus Christ, it
should be noted that a lot of changes and reforms are continuing to take place in the country and the world
in general. For example the Church Health Institutions are finding it increasingly difficult to acquire
resources to run the existing services. This partly due to the global socio-economic problems, and possible
donor fatigue which is hindering mobilization of additional support by church groups and networks abroad.
The policy reforms in government, such as civil service re-organisation and restructuring, institution of a
living wage, decentralization of powers and funds, have added another dimension to the already complex
challenge.” UEC, Catholic Church Health Policy Guidelines in Uganda 1996-2000, Kampala, 1996, p. 8.

14 See ibid, p. 2 ; MOH, Ministry of Health Policy, 1999, p. 3.
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desired, and mismanagement in public administration to name but a few.'*

What we have said about curative medicare programs could just as well be applied to
preventive medicare programs. In the area of CBHC/PHC programs, the work 1s certainly overwhelming,
There aren’t sufficient personnel and funding to satisfy the enormous need. Yet, experience has shown
that in day-to-day medical care at various units, the largest proportion of patients come with preventable
diseases: intestinal worms, diarrhea and vomiting, anaemia, typhoid, dysentery, malaria/fever, gonorrhea,
syphilis, malnutrition, measles, whooping cough, scabies, TB, burns and many others.

On the national level, the collapse of the National Nutrition Surveillance System, as well
as the nutrition rehabilitation services, has added further strains to the medical system. It has reduced
effective prevention and management of acute malnutrition in Uganda. In addition, even the well-
supported Expanded Program on Immunization records only 47% coverage of children as fully
immunized before their first birthday."® The Archdiocese of Mbarara is also caught up within the
country’s general precarious situation. Yet, if effective preventive measures were in place, if
preventable diseases were checked, money spent on treating the patients could be used elsewhere, for
example, for education and other important programs.

The Archdiocese of Mbarara has the Social Services Commission (now known as Caritas
Mbarara), which provides various programs intent on promoting community education and socio-cultural
development, especially in rural areas, to the less privileged members of society. The Social Services
Administration sometimes organizes courses and various educational programs at Mushanga
Community/Social Center (about 38 km on Mbarara-Ishaka Road), for youth and women. To the same
Office also belongs St. Francis Family Helper Project, which has the following programs: Child
Sponsorship Department, Skills Training Department (mainly tailoring) for school dropouts, Social
Security Department (Sustainable Organic Farming and Health & Nutrition), and Counseling
Department.'”” Other times this Office has participated in providing relief aid on behalf of or in
conjunction with Charitable Organizations like World Food Program, International Red Cross, etc. But
at the same time Caritas Mbarara can only do so much: the Administration is often overwhelmed

especially when 1t comes to the ever- increasing numbers of orphans, street children, school drop-outs,

115 See Bertin, KIPANZA TUMWAKA “Le ministére de guérison en Afrique,” p. 416.
16 See MOH, Ministry of Health Policy, 1999, pp. 2-3.
"7 See REPORT, “St. Francis Family Helper Project,” pp. 1-7.
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poverty-stricken slum dwellers, refugees, etc. Often there are not sufficient personnel to satisfy the needs
of all the programs. For instance, only one priest, Fr. Rubumbira, is officially appointed as chaplain to
the refugee camps at Oruchinga and Nakivale. The Office is increasingly running out of funds before
achieving the set goals. And yet, even though not directly, on the socio-cultural level such services too
would manifest another dimension in the Church’s healing mission. But what sort of alternatives are the
clients left with when they are faced with those drawbacks?

We already pointed out how the area of counseling is the most affected when it comes
to provision of services. Yet, one cannot overemphasize the urgent need for such a healing ministry,
considering the large number of HIV/AIDS sufferers, victims of socio-political unrest, conflicts due to
abuse and other assaults, the presence of refugees from within and without the confines of the
Archdiocese. “Poverty, chronic and terminal illness, marital problems, alcoholism, drug addiction,
violence in the homes, and parent-child difficulties are amongst the problems that keep emerging,”''®
indicate an ever-increasing and pressing need for counseling ministry. Yet, there are hardly any
counselors, considering the enormous task to be addressed. The question is, in the absence of counselors,
where do the victims seek assistance?

As the scholar Kipanza noted, in spite of its undisputably good performance in some
respects, a number of sick people in Africa find something unsatisfying about Western medicine. The
anthropological world-view of the African envisages the person as a totality, perceived as a synthesis
of the universe and a manifestation of cosmic energies. Western medicine, focuses on the individual, but
the African sees the individual as a social being, one with the community both living and dead. Health
for the African, is therefore, more than absence of sickness. Health for him is synonymous to harmony
and well-being, including material prosperity, as well as good relationship with other people and with

God.""® For most patients,

illness is an immediate symptom of a defective social relation with the people, nature,
the ancestors or oneself. Therefore, a kind of medical treatment that only considers
illness as a physical deficiency and isolates the patient in a hospital ward when what he
needs most is the support of his friends, fellow believers and family seems to be a
grotesque superstition on the part of the ignorant white man who confuses the symptoms

"8 Ibid, p. 4.
"% See Bertin, KIPANZA TUMWAKA “Le ministére de guérison en Afrique,” p. 416.
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with the illness.'®

Based on such a world-view, it is not uncommon for relatives and friends of those
admitted to hospital, to sneak local preparations to their loved ones to drink or smear on their bodies.
Some of the medical staff have sometimes found herbs, roots, feathers, etc., stuck below a patient’s
pillow believed and intended to ward off evil forces.'* Individuals that engage in these alternatives are
often sternly rebuked, or even dismissed from hospitals.

The Mission Statement from the Uganda Catholic Medical Bureau stipulates that
Catholic health centers apply a holistic approach to meet the needs of the whole person, but as to
whether the health centers have actually succeeded in being ‘holistic’ still remains to be debated. It can
be said that even the few attempts made 1n this regard have not gone beyond the narrow confines and
outlook of conventional medicine. It is true that among medical personnel the Church has often
employed the religious, especially nuns and brothers, and all too rarely priests.'* Though patients have
periodically been surrounded by an environment that takes care of their needs beyond the physiological
afflictions, one feels that much more could have been done, to make their healing more integral. And
it 1s precisely because of such loopholes that Western medicine has not only led to a general
dissatisfaction with modern therapies provided by the government, Churches and NGOs, but has also

precipitated a search for alternatives.

2.5. Catholic Charismatic Renewal in the Archdiocese of Mbarara

Even if Catholic Charismatic Renewal started primarily as a revitalization of the Church,
the ministry of healing is one of its essential components. In this subsection we want to demonstrate
how, since its introduction in the Archdiocese of Mbarara, Catholic Charismatic Renewal has offered
yet another dimension of healing that medical health care has not been able to address.

It is not known exactly when the Renewal was first introduced in the Archdiocese. The

earliest attempts were made by Fr. Roger Labonte, who tried to introduce the Renewal in the Diocese

120 Jesus, Angel BARREDA, “New Religious Movements in Africa (NRM)- Independent African
Churches (IAC),”in Towards the Jubilee of the Year 2000: New Forms of Religiosity Challenges for
Evangelization, Roma, Pontifical Missionary Union, 1999, pp. 9-10.

2! See Peter, KANYANDAGO, “Inculturating the Ministry of Healing,” Nkozi, Uganda Martyrs
University, 4-3 June 2001, passim. Unpublished.

122 See UCMB, “Mission Statement and Policy,” pp. 2 & 3.
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in the early 1970s. But the influence of the Renewal could also have come through some of the major
Seminarians from Mbarara who became members of Charismatic Prayer Groups in the Major Seminaries
at Katigondo (Masaka) and Ggaba (Kampala). Being National Seminaries, these places were convenient
places for organizing national Catholic Charismatic Conferences. Often major seminarians were active
members, as organizers and participants. Even after their ordination, some priests that had been active
members in the Renewal continued to attend Renewal Days organized by the National Service Team
(NST) of Uganda Catholic Charismatic Renewal. Little by little some of those priests invited
Charismatic priests to give retreats and Life in the Spirit Seminars (that is, about seven weeks’
instruction on the meaning and activity of Charismatic renewal) in their respective places of
appointment, and encouraged lay leaders to attend retreats, Spiritual Conferences and Renewal Days.
Slowly, the Charismatic Renewal Movement has spread throughout the Archdiocese of Mbarara. It has
the official go-ahead of the competent Church authority in the diocese.'*

Presently, Charismatic Renewal Movement is fully established in the Archdiocese with
two full-time chaplains, namely Rev. Fr.John Baptist Bashobora (who is at the same time the
Movement’s Spiritual Director), assisted by Rev. Fr. Emmanuel Tusiime. In all, there are 287 prayer
groups, in the 26 parishes of the Archdiocese, actively engaged in all sorts of activities and ministries.'**

Of their activities, the ministry of healing will be discussed in this thesis.

2.5.1. Charismatic Movement and Renewal Days

We have recognized the contribution of the Charismatic Movement in the renewal of the
faith and, on church life. One of the means that the Movement has used to carry out the healing ministry
is through retreats and Renewal Days. Apart from those that are organized on parish level by the various
Parish Service Teams (PST), every year the Steering Committee or the Diocesan Service Team (DST),
in collaboration with the National Service Team (NST) organizes a grand retreat. Over the years such
retreats have taken place in different comers of the diocese. Such retreats which last close to a week,
attract multitudes from all over the Archdiocese and beyond. The participants listen to God’s Word,

preached to them by the invited Guest speaker(s), and are then challenged to renew their faith and live

12 Paul, K. BAKYENGA, Okwegarura Busya omu Butumwa Bwaitu n’Omu Maani ga Mutima
Orikwera (Catholic Charismatic Renewal), 1998, p. 2.

124 See table, in DIOCESAN SERVICE TEAM (DST), “DST Meeting held at Karama-Mbarara,” 28
November-1* December 2000, p. 4.
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according to gospel values. Attendees have the occasion to celebrate the liturgy of the Mass, which is
usually vibrant with songs and drums, processions, and spontaneous prayers, and rich with meaningful
symbolism. Unlike in ordinary celebrations, here members of the congregation have the opportunity to
pray with the full expression of their being, even emotionally. During such gatherings, people find
moments of quiet to speak to God; others find the occasions to express their joy in thanksgiving and
praise, and others express their emotions through tears. All these are moments of healing for individuals
and groups at various levels.

The Renewal days also offer opportunities for the Sacrament of Reconciliation. The
general picture in the Archdiocese indicates that the numbers receiving the sacrament of Reconciliation,
had decreased over the years. This could have come about because of an ensemble of reasons: it may
be that Christians lacked an on-going catechesis on the sacraments. The influence from other Churches
which insist on asking forgiveness directly from God, could have persuaded some Catholics away from
the traditional practice of private confession. Or were pastors simply overwhelmed by numbers,
unwilling to spend long hours in the confessionals? It 1s safer to maintain that a combination of these
reasons have affected the celebration of this Sacrament. We have to admit, though, that it varies from
parish to parish: there are some parishes where the sacrament of Penance is still popular. What is sure
1s that, in general, Charismatic Renewal has contributed to an increased appreciation of the sacrament
of Penance. Experience has shown that during renewal days, organized by the Charismatic Movement,
multitudes literally flock to priests for private confessions and counseling. The good thing is that these
times are arranged in such a way that people have ample time to share and pour out their sins
unrestrictedly. Here too, people are healed emotionally, spiritually, and socially, through forgiveness and

with the determination to amend former ways and get on with their lives.

2.5.2. Sessions for Prayers of Healing

One of the distinctive marks of Charismatic Renewal 1s the practice of prayers for
healing. Though it is done through ordinary prayers of intercession, at Mass or otherwise, the most
common practice 1s the laying on/imposition of hands, invoking upon the sick the healing power of God.
During the time of the renewal, a day is set aside for this special ceremony, usually towards the end of
the week. Normally, it is done within the Sacrifice of the Mass, but it can also take place outside Mass
and at any other suitable time. The assembly is divided into smaller groups, each with one or two

leaders/animators who initiate the imposition of hands and prayers for healing. Each candidate mentions
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the sickness for which they seek healing. Once the group has had some idea of what type of malady from
which the person wishes to be delivered/relieved (it is not always easy to identify what the person is
exactly asking for; there is always need for discernment and proper judgement in each individual case),
the group then imposes hands 