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ABSTRACT
The study was aimed at examining the Health Related Life Style of urban and Rural
Fulani in Kaduna State. Bearing in mind that Fulani as a people that cling tenaciously
to their original culture and appear to resist change. The Fulani who had moved to
urban areas or had one form of urban influence or the other could not resist some
degree of change posed by urban influences. Differences between these two groups
therefore, are believed to be reflected in tneir lifestyles under tne following seven
variables. Household size, health attitudes and cultural beliefs, health status, types of
food and drink, drinking (alcohol) habits, smoking (cigar, pipe, cigarette) and types of

food and drink physical activity.

A total of 500 Fulani in Kaduna State were selected at random, to serve as
respondents in this study. Out of these, 250 were Urban Fulani and the remaining 250
were rural Fulani. Out of 400 respondents that returned the questionnaire, 297, were
males and 103 females. Data were analysed using chi square 'sta:istics and students'
t. test was used for quantitative differences between the two groups. All the seven
hypotheses were tested at 0.05 level of significance

Finding from the Study Revealed

1. Significant difference between urban and rural Fulani of Kaduna State in their

household size.
2. Insignificant difference between urban and rural Fulani of Kaduna State in their



health attitudes and cultural beliefs.

3. Insignificant difference between urban and rural Fulanis of Kaduna State in their

health status

4. Insignificant differences between urban and rural Fulanis of Kaduna State
their types of food and drink

5. Insignificant differences between urban and rural Fulanis of Kaduna State

their drinking (alcohol) habits

6. Insignificant differences between urban and rural Fulanis of Kaduna State i

their smoking (cigar, pipe, cigarette)

7. Insignificant differences between urban and rural Fulanis of Kaduna State i

their physical activity

in

Based on the findings of the study recommendations were made aimed at reducing

the health related problems of Fulani. Other areas for future research were also

recommended.

Aggregate effect of these recommendations would definitely create a new Fulani

community.
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Lifestyle:

Rural Fulani:

Urban Fulani;

Health:

Diet:

Social Habits:

Cultural Beliefs:

H hold:

Nomads:

Ethnic Group:

Adult:

OPERATIONAL DEFINITION OF TERMS

Ways of life of a particular ethnic group.

referred to in this study were Fulani.

The ethnic group

Fulani who are mainly nomads and live in villages.

Fulani who live in towns and cities.

Is relatively perfect condition where gne is free from

disease

Particular types of food regularly eaten t*y a community.

Conducts acceptable to members

Community.

Acquired practices resulting from a persg

Norms and traditions held by members o

Number of persons living in a house/hut

of a particular

mn’s experience.

f an ethnic group.

Ias'. a family

Members of Fulani tribe that move frolL'n place to place

looking for pasture to graze their animals.

A group of people that share the same tribe, culture,

language and [ifestyle.

A person from the age of (15 and above

xii




1.1

CHAPTER ONE

INTRODUCTION

Background of the Study
In the course of the development of the Fulani as an ethnic gruuT
Sedentary and Nomadic Fulani, had emerged. Fulani migrated to
regions from the area around the Senegal River valley about 13th
present, they number about five million people (Tahir, 1983),

concentrated in the northern states of Nigeria.

, two groups - the
Hausa and Borno
century A.D. At

although they are

The nomadic Fulani are a group of community of people who move from one place to

another in search of livelihood for themselves and their animaly.

In the Nigerian

economy, they play a significant role. For example, they own about 95 percent of the

estimated 12 million of cattie in Nigeria (Aminu, [986). They provide the nation with

milk, meat, hides and skin, and various animal products, most of which are essential for

a balanced diet of the inhabitants of this country. They show reluctance to combine crop

with animal production. Possession of cattle is a sign of wealth apd social position in

Fulani community. Their lives are controlled by the needs of their|cattle. While herds

size remains the sole aim, the sedentary Fulani, because of their settled mode of life,

have often cultivated Jand and sought for koranic and western education.

The Fulanis’ main farm produce are vegetables, millet, guinea corn,

maize, beans, rice



and others. While consumption pattern is low, their staple food ite+
mixed milk, porridge, and ‘tuwon’, cheese, grains, and meat. Some
4

engage themselves in other occupations such as weaving, dyeing

{Abubakar, 1979:112).

Culturally, most of the marriages being practised by nomadic or ruy
urban Fulani are polygamous and endogamous. In polgamous mary
more than one woman. In endogamous marriage, marriages are
propergating in breeding. In Fulani social systemn, young men and
up to accept the different roles assigned to them by their culture.
Ezeomah (1983} in the "Kumen Myth”, it is the duty of any young
knowledge, skills and secrets of herdsmanship. He must prepare hi
game to face the challenges of all the rigour imposed by herding a

Fulani group. In general, like in the tradition of "Kumen”, he is 1

by

I

ot only regarded as

§ consist mostly of

of the urban Fulani

and salt making

al Fulani as well as
iage a man marries
conducted between

women are brought

As indicated by

man to seek for the

self, as in "Sharo"

the security of the

the repository of knowledge and secrets for effective herding, but PISD as a participant

in initiating other young men through the stages of manhood.

‘Pulaaku’ (Fulbeness) is the nomadic fulbe traditional rite, which 1s
and code of conduct (Ezeomah, 1983). ‘Pufaaku’ is characterised by
as modesty, reserve/restrain and patience and fortitude. These charagt

are associated with the following organs of the body:

belly - for place of secrets, origin of shame

(a)

he basis of morality

such characteristics

eristics or qualities



(b)  heart - for place of patience and fortitude

(c) head - for repository of care and forethoughts, courage, attractiveness, hunger,

fear, sex, anger, revenge, sorrow and other emotions.

The qualities are learnt through observation of and participation in t

The game of ‘sharo’ involves a contest between two men, in whic

he game of ‘sharo’.

h one man flog the

other man to test his endurance in bearing pain. The watching wman would then select

the man with greater endurance as the husband, The language spokg

tn among Fulanis is

fulfulde and religion widely practised by Fulanis are Islam and tradr’tional doctrine.

Most Fulani lack basic education and those who arc educated move

o the towns to look

for "white collar” jobs, ranging from security guards and general cpnstruction workers

to top office workers. This has significantly changed their traditiona

and farming,.

Nonetheless, the lifestyle of any country or society attests to their y

of life or culture of that particular society or people. (Jenks, 1993)

o

lifestyle of herding

ay of life, or mode

hus, the lifestyle of

any society is reflected in the mode of behaviour, habits, diet, dressing, language etc of

its people. Within the confines of developed countries, social theory [of lifestyle has been

understoad as ways of life of a people, their beliefs, rituals, and curstoms. It 1s seen as

what people collectively ‘do’ in their different ways in different places and different

times. (Jenks, (993).




In the Western industrialized countries, the conflicts of culture, and n*odc of life are not
by products of poverty and its consequences. But they are the rdsult of the socio-
economic consequences of industrial society. This include rich diet, imode of dressing,

cigarette smoking and sedentary habit.

Contemporary lifestyles, especially in urban areas, which are pre(lnhlinantiy sedentary
play a significant role in the incidence of many diseases, often called "the diseases of
civilization". e.g. obesity, rheumatism and gout. However, presence of scoial amenities,
such as electricity, pipe-borne water, education, health clinics ete. In urban areas, and

the desire for a better quality of life attract rural Fulani to migrate to urbn areas.

Urbanization has its own socio-economic consequences, like increased unemployment and
underemployment. Tensions, contradictions and increasing disadvantages often arise
from urbanization. It has its unique ways of living, often charactefized by inadequate
basic services and increased congestion and pollution (Salvatore, 1988). Bearing in mind
that Fulani as a people tend to cling tenaciously to their original cylture and appear to
resist change, those, who had moved to the Urban areas or have t»ad one form or the

other of urban influence could not resist some degree of change posed by urban

influences. Thus, the logical categorization of the Fulani into rural and urban Fulani
becomes inevitable. Differences between these two groups thereforg, are believed to be
reflected in their lifestyles under the following seven variables: household size, health

I
attitudes and cultural beliefs, health status, types of food and drink] drinking (alcohol),




1.2

smoking (Cigar, pipe, cigarattej and physical activity.

STATEMENT OF THE PROBLEM

National Commission for Nomadic Education, Kaduna revealed tha‘t Fulani with little

education as well as the educated, had moved to urban areas in Kadutja State, to look for

jobs. This mass migration resulted in decreased food production

overcrowding in the towns. Some of these migrant Fulani appear to

n the villages and

have adopted some

new lifestyle while others still keep to their original lifestyles. The urt:*an pressure created

by the factors resulting from heterogeneity of urban centres in Kaduna state seems to

cause changes in their behaviour, belief system, norms, and valui:s which appear to

enstrange them from their associates in the villages (Gilbert and Gu

bler, 1987).

Changes in lifestyles of Fulani associated with urbanization have pokitive consequences

for health and socio-economic development. However, overcroding

in Urban areas has

negative consequences for healthful living, adequacy of social amerTities and sanitation,

Similarly, positive outlook and progressive lifestyles characte

Fised by scientific

technology promote health development, while negative outlool# and retrogressive

lifestyles characterised by rigidity to change with the development of technology restrict

promotion of health and social-economic development.

The rural Fulani, however remain culturally pastoral. Their agrari

of mode and archaic resulting in low productivity and living stand

n practices are out

ds. Their nomadic




way of life deprives them of enjoying basic amenities such as good driT king water, healith
care facilities, electricity and education. The conditions of their dwelling places are
temporary and scattered, creating difficulty in the provision of organised community
services such as waste disposal, control of disease vectors, and similar services. There
is overcrowding and human beings often live under the same roof with domestic animals.
Infact, because of their way of life, there is a tendency for them to suffer from multipie
infections and infestations. Ignorance and resistance to changie due to cultural
background have led to poor personal hygiene, nutrition, poor dietzlry habits, and lack
of general education. Their health services are mainly traditional alll(l so not adequate.
Consequently, they could experience high mortality rate from commupicable diseases like

malaria, gastro-enteritis, meningitis, pneumonia, measies as well as malnutrition

(mshelia, 1995).

The present study, therefore, was conducted to address the following issues on the

lifestyles of fulanis in Kaduna State:

(1) the household size of urban and rural Fulani
(2) the health attitudes and cultural beliefs of urban and rural HFulani
3) the heaith status of urban and rural Fulani

(4)  the types of food and drink of urban and rural Fulani
(5) the drinking (alcohol) habits of urban and rural Fulani

(6)  the smoking (cigar, pipe, cigarette) of urban and rural Fulgni




1.3

1.4

(7

BASIC ASSUMPTIONS

the physical activity of urban and rural Fulani.

On the basis of available research literature, professional opinion and the personal

experience of the researcher, the following assumptions were made for this study:

a) Migration from rural to urban areas affects life style

b) People from rural and urban areas differ in their cultural beljefs

) There are significant differences between urban and rural Fylani in their health
seeking behaviour.

HYPOTHESES

In attempting to determine the differences between the urban and ry

lifestyles, the following hypotheses were generated for the study.

L.

ral Fulanis in their

There is no significant difference between urban and rural Fulani of Kaduna State

in their household size.
There is no significant difference between urban and rural Fu
in their health attitudes and cultural beliefs,
There s no significant difference between urban and rural Fu

in their health status,

ani of Kaduna State

ani of Kaduna State

There is no significant difference between urban and rural Fulani of Kaduna State

in their types of food and drink.

There i3 no significant difference between urban and rural Fu'lani of Kaduna State

in their drinking (alcohol) habits.

There is no significant difference between urban and rural Fulani of Kaduna State

7




1.5

1.6

7.

OBJECTIVES OF THE STUDY
This study was conducted to achieve the following objectives:
1.

2,

SIGNTFICANCE OF THE STUDY

There has been consistent increase in the migration of Fulani trom
centres. (salvatore, 1988). This migration has transformed the lifesty
centres, especially in their dietary patterns, behavioral patterns, and
very few studies have been reported on the changing lifestyle of uj

the main purpose of this study is to find out the differences betww

in their smoking (cigar, pipe, cigarette) habits.

There is no significant difference between urban and rural Fulgni of Kaduna State

in their physical activity.

To determine the household size of urban and rural Fulani ip Kaduna State

To find out the health attitudes and cultural beliefs of urban
Kaduna State.

To determine the health status of urban and rural Fulani in

nd rural Fulani in

Kaduna State.

To find out the types of food and drink of wurban and rurz*l Fulani in kaduna

State.

To determine the drinking (alcohol} habits of urban and rurgql Fulani in Kaduna

State.

To determine the smoking {cigar, pipe, cigarette) habits of urt}an and rura! Fulani

in Kaduna State.

To find out the physical activity of urban and rural Fulani ir

Kaduna State.

rural areas to urban
e of Fulani in urban
beliefs. However,

banised Fulani. As

pen the lifestyles of




urban and rural Fulani, its result would contribute to the understanding of the different

aspects of lifestyles of these Fulani that are affected by urbanization.

The result of the study would reveal the differences of urban and rura

State in their health attitudes and cultural beliefs, health status, types

I Fulani in Kaduna

of food and drink,

drinking (alcohol) habits, smoking (cigar, pipe, cigarette) and physica) activity. Further,

this study would bring to light those aspects of lifestyles that are thos¢

affected by urbanization, which may be investigated in future,

» of fulanis that are

The findings of the study would be useful especially to the Natio

1 Commission for

Nomadic Education Kaduna. the Women Commission and Kaduna State Governmernit and

Family Support Programme.

The findings of this study would be useful to the National Comm
Education in its attempt to integrate Fulant in its educational progra
as to improve their health habits and lifestyles. The Women Comt
Support Programme would find the study useful for its campaign 1q
and enlighten nomadic women on their health and welfare, whil
Government would find the study useful in its attempts to reduce n

its Fulani ethnic group by improving their health and welfare.

This study will reveal the role that lifestyle plays in healthful living
development. Further it would bring to light the benefits that Fulani ¢

to active and healthy hifestyle.

ssion for Nomadic
mme to nomads so
mission and Family
) educate, socialise,
¢ the Kaduna State

ortality rate among

and socio-economic

ran gain by adapting




1.7

1.8

DELIMITATIONS

This study was delimitated to the following:

1, Differences between rural and urban Fulani only in their lifestyle; houschold,

size, health attitudes and cultural beliefs, health status, typesjof food and drink,

drinking habits, smoking and physical activity were studied in this investigation.

2. The study involved fulanis from rural and urban areas of only Kaduna State.

LIMITATIONS

The following respects, which will be considered in the interpretati({n of its results:

1. This study used guestionnaire as its instrument to collect the informalion require

for the study because the responsdents were widely dispersed. As most of the

respondents on whom the questionnaires were administered

were illiterates, a

translator was used to interpret its statement of the questionnaires to the

respondents.

2, The sample size for this study was determined on the basjs of the population

census for 1972 in Kaduna State, according to which the popTulation of Fulani in

Kaduna State was 10,000 (Ministry of Finance and Economic|Planning, Kaduna).

As there was no ethnic stratification in the 1991 and most recent population

census, it was not possible to get the population size of Ful)ani in Kaduna State

from this census. However, it is possible that they were moye as there has been

considerable population growth in Nigeria since the last cengus.

10




2.1

2.2

CHAPTER TWO

REVIEW OF RELATED LITERATURE

INTRODUCTION

RN

. vy
Jyt
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a
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The purpose of this chapter is to review the literature that s related fto health problems

in rural and urban areas. The chapter reviews literature on differences between rural and

urban dwellers, diet in relation to health, social behaviour and habits inL relation to health,

and cultural beliefs in relation to health.

DIFFERENCES BETWEEN RURAIL AND URBAN DWELLERS

According to Gilbert and Gugler (1987) some rural areas were exploiled to the point that

the living conditions of their populations declined. Elscwhd[e specific  groups

experienced pauperization. But, for most rural dwellers, living conditions improved in

terms of better health and longer life. The change was usually dramatic. Today many

rural dwellers have realized the good life in towns and cities. Somg

improve their condition by staying in rural areas or by moving to clt

of the rural people

her rural areas, as

farmers, traders, or artisans. But for many rural dwellers, rural prospects appear dim

and the urban scene appears more promising. Cities are centres of ﬁ;ower and privilege

(Gitbert and Gugler, 1987). This statement holds throughout the third world today. In

a survey of street occupations in Djakarta in 1972, Papanek (1975)

reported that most

of those interviewed could barely feed their families; the very poor| could manage only

because they were single. However, those in the poorest trades repprted that they were

better oft than they had been in the rural areas. In a survey of sqpatter setilements in

i

11

u

472114,



2.3

Delhi in 1973-4, 54 percent of household heads were reported to be ¢
labourers. They found work for only 240 to 260 days a year on thy
was more than twice the working days they had in the village. And

were low, their average earnings over the years were two and a ha

smployed as casual
b average, but this
while their wages

If times what they

couldhave earned in the rural areas (Majumdar, 1978). Available literature emphasis that

evaluation of the rural - urban balance must take into account the pub!

areas. Urban areas, especially major cities, offer more and better

¢ amenities in both

facilities than their

rural hinterlands and afford better quality education, and training for the migrant children

in particular. Pipe borne water assures clean water and frees women| from the drudgery

of fetching water over long distances. Expert medical care and dLugs are available.

Electricity replaces the kerosine lamp and the open fire. Some migrants even move into

subsidized housing. Rural - urban differences can also be assessed
people. Health and life are universal values that are held in high estg

Mortality rates are higher in rural areas than in urban areas.

REASONS FOR RURAL - URBAN MIGRATION

)y the health of the

lems in all cultures.

The great majority of people move for economics reasons. Migratipn streams between

regions can be shown to correspond to income differentials between

hose regions, With

time, as economic conditions at alternative destination change, migration streams switch

accordingly (Gilbert and Gugler, [987).

Migration entails, sconomic, frequently psychological costs andl a sfibstantial risk much

of the time. Migration is hardly a solitary affair. Potential migrants do not weigh their

decision in isolation, rather, they are members of groups sugh as family, local

12
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community, classmates that evolve patterns of behaviour moditlied over time as

experience dictates. In a sample of blue-and white-collar workers
Bombay, over three-quarters had one or more relatives living in the ci
gave this as an important consideration for coming to Bombay rather f]

Nine out of ten reported that they had been assisted by relatives

who had moved to
ly. More than half
nan to another city.

br friends on their

arrival; about two-thirds received free accommodation and food, and two-thirds of the

blue-collar workers and over one - third of the white-collar workers rcknowledgcd help

in finding a job (Gore, 1971). In some cases, potential migrants ca

the village until their urban contacts signal a job opportunity (Shaw,

Extended families usually constituted the central elements in such ngt-works.

n afford to wait in

Relatives

are most likely to assist in paying schoo! fees and expenses for unifprms and books, io

provide a home for children who have been sent to town to pursue

their education, to

offer the newly arrived migrant shelter and food for a while, The gxtended family can

be seen as an agent of urbanization in many parts of sub-Saharan Africa and India as

asserted by (Flanagan, 1978); Gone are the days when elders disapproved of the young

men ‘running away’ and they literally had to abscond at night (SkinLer, 1965). Today,

migration is an accepted behaviour virtually everywhere, and frequently the remittances

of migrants furnish villagers with what for them are the luxuries of life. In some cases,

and notably in Southern Africa, rural areas have become dependentl

earnings passed on to them from urban areas (Gilbert and Gulgler, |1987).

for survival on the

Other reasons for rural-urban migrafion are droughts, earthquakes, cyclones, volcanoes

or floods which pose threats of hunger and disease in their wake and wars which bread

13




2.5

refugees who invariably migrate to urban areas. Many people migraFe from rural areas

on the grounds of diseases and inadequate or absence of medical facilities. The cities and

towns, on the other hand, have several medical facilities including pharmaceutical shop

and patent medicine stores. The perception of many people generall

health-wise to live in urban areas than in the rural areas.

HEALTH PROBLEMS OF RURAL AND URBAN DWELLERS
The urban migrants appear to have well balanced and nourishing mj
centres, but lose an average of 10 percent of weight within two mo

their villages. The reverse is also the case as some urban migrants,

i 1s that it is safer,

bals while in urban

ths of returning fo

ho because of high

cost of living in urban centres afford only one meal a day, lose weight (Tamawa, 1981).

Tamawa further stated that the most common dietary deficiency di

ease in Kano rural

areas i Kwashiorkor, which primarily affects children during and after weaning up to

the age of six years. He stated that hospitalization of the childrg

prevented by providing a minimum of one-third of a pint of milk

n could have been

daily. He further

reported that approximately 2 percent of Kano children, between the ages of two and six,

are affected by malnutrition, Protein foods, such as meat, eggs
consumed in sufficient quantities. Failure to give breastfed infants i

food supplement before nine to twelve months of age, the incidence

starch or even sugar water provided as weaning food, and thg
surrounding feeding young children with eggs are common pr:J

malnutrition. Most of these essential toods are produced in rural ares

urban areas to sell for cash, while the producers themselves live o

and milk, are not

h many villages any

of rice water, corn-
variety of taboos
ctices which cause
1s but are sent to the

n poor food, mostly

carbonhydrates. The causes of many charms, ceremonies and proptietary medicine are

14




superstitious beliefs. (Tamawa, [981).

Writing on the health problems in rural areas in Nigeria in general
Deilta State in particular, Ohwona (1981} suggested that rural comy
food, education in basic personal hygiene, and environmental sanitat
preventive health care as the answer to the health problems of the peq
preventive health measures will increase life expectancy, reduce mo
the overall output of the population, thus benefiting not only rural ¢

nation as a whole.

Abubakar (1981) also reported that rurai dwellers in Funtua find |
nourishing food. He reported that the Ministry of Agriculture was ay
and attributed it to the poor economic status, the lack of modern fag
well as lack of diversification into area such as livestock and poults
reported that Department of Agriculture was making an effort to g
Funtua to grow and eat such cheap protein foods as beans and egg ip
for the meat which the majority could not afford. Due to lack of eq

the farmers remain ignorant and generally, instecad of eating the n

—

and Opara Inland,

hunities need good

on. He advocated
pie. He stated that

tality and increase

pmmunities but the

difficuit to obtain

vare of the problem
ming techniques as
y rearing. He also

ncourage people in

order to substitute

ucational publicity,

purishing food they

produce for themselves, they take and sell all kinds of protein-rich products - eggs,

chickens and beans, in the urban markets and with the cash obtaian they buy instead

starch foods (rice, gari etc) tor their own consumption.

The major causes of morbidity and mortality in Nigeria according to
Services Pane! (1976) are:

15
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- infections and parasitic diseases;
- defective nutrition
- maternal morbidity and closely spaced and too frequent pregTancies;
- infant mortality due principally to poor nutrition and the lack|of health care and
other social services;
- the general poor social, environmental and economic conditions. (Abdulkadir,
1981),
Describing the rural health problems in Nigeria with particular refererfce to Plateau State,
Nyako (1981) observed that "too few sleeping places for too manly people results in
overcrowding, especially acute at bedtime; the design of most hguses renders them
inadequately ventilated. This, plus generally unhealthy surroundings + human and animal
faeces, rotten food, uvnswept floors and walls, etc invites lots of flieg and when the flies

do not reach uncovered food at night, there are rodents and cockrogches that will".

He further noted that rural health problems are extensive, whether their origins are socio-
cultural, environmental or economic. Rural conditions can result in many other diseases
in addition to the common ones in communities - malaria and diarrhoea. Cases of

bilharziafilariasis, guinea worn and tuberculosis are common.

Despite the many health problems in rural areas pointed out by many of the writers
reviewed, urban areas too have their own health probiems. Thq present study will
examine health problems in rural and urban areas of Kaduna State as they affect the

health of Fulanis,

16




2.5

DIET IN RELATION TO HEALTH
Food plays more than the nutritional role that it is associated with. In

societies, it plays many roles and it is associated with the social, relig

virtually all human

ous, and economic

aspects of everyday life. In these societies, food has symbolic meanings, both expressing

and creating the relationships between man and man, man and his deities, and man and

the natural environment (Helman, 1984).

Anthropologists have stated that cultural groups differ in their ¢
practices. For example; what is regarded as food in one society
another society. There are also variations in how food is cultivated,

served and eaten. Each culture has its clearly defined rules as tg

dietary beliefs and

ay not be food in
rvested, prepared,

who prepares and

serves the food and to whom, which individuals or groups eat together where, and on

what occasions, the consumption of food takes place, the order of di

shes within a meal,

and the actual manner of eating the food. All these stages of food copsumption are based

on cultural practices. (Helman, 1984).

The Fulanis of Nigeria have their dietary beliefs and practices whikh distinguish them

from other ethnic groups in Nigeria,

Food plays a central role in the daily life of people particularly in Focial relationships.

Therefore dictary beliefs and practices are very difficult to change eyen if they interfered

with adequate nutrition (Helman, 1984). However, before these belig

be modified or improved, it is important to understand the way tha}

its food, and the way that it classifies it into different categorigs.

17
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2.6

identifies five types of food classification systems although it is important to point out

that several of them usually co-exist within the same society. They
(1)  definitions of "food" versus "non-food"

2) *sacred’ versus ‘profane’ foods

(3)  parallel food classifications

4) food used as medicine and medicine as food, and
(5) social foods (which signal relationships, status, occupation

identity).

These classifications are significant clinically in that they may severg

of food stuffs available to people and that diet may be based on c

Are!

, gender or group

Jy restrict the types

ultural, rather than

nutritional criteria. These classifications are reviewed below individually.

‘FOOD VERSUS’ ‘NON-FOOD’

Each culture usually defines the substances which are edible and whi

this definition leaves out substances which have nutritional valug.

reported that in Britain, for example, snakes, squirrels, dogs, ca

ch are not although
Helman (1984)

s and mice are all

edible, but are rarely classitied as “food". In France, snails and frJ)g‘s leg are "food",

but usually not so in Britain. Historical association may also influen
substances as "non-food". For example, Jelliffe (1967) suggest that

eaten in Britain, because, in the ancient Galenic humoral system, it

ce the definition of
the spieen is rarely

was the prime seat

of the ‘melancholic humour®’. Definitions of what is edible and what is not tend to be

flexible, especially, during tamine, economic deprivation and foreign

travel. Regardless

of their origins, classifying a substance as ‘non-food’ on cultural graunds may leave out

18




2.7

nutrients that are useful to the body from the diet, and this appears td be a phenomenon

that exists in many cultures. No group as stated by Foster and Andgrson (1978), even

under conditions of starvation, utilizes all available nutritional substances as food. This

present study examined substances that Fulanis classify as non fdod but which are

nutritious and useful to the body.

‘SACRED’ VERSUS ‘PROFANE’ FOODS

‘Sacred Foods’ refer to those foodstuffs, whose usc is validated by religious beliefs,

while foodstuffs that are forbidden by the religion can be termed ‘prpfane’.

group is associated with taboos that not only prohibit the eating o
forbid physical contact with it.
‘unclean’ and dangerous to health. According to Helman (1984) re]i{
have strong food taboos tend also to have strict observances and ritua

‘sacred’ from the ‘profane’ aspects of daily life - such as regulaq

In most cases, this ‘profane foad’

This latter
[ the food but also
is also secn as
ious groups which
1s that separate the

prayers, or ritual

bathing and other rites of purification., Strict taboos against certai1| types of food are

characteristic of many religious faiths. for example, Orthodox Hind
any animal, such as cow, although, milk and its products may be ¢
not involve taking the animals life, and fish and eggs are infrequent

pork and its products are not eaten. The only meat allowed by the {

ps do not kill or eat

aten, since they do
ly eaten. In Islam,

gligion is that from

cloven hooved animals that chew the cud, and it must halah - or be ritually slaughtered.

Only fish that has fins and scales may be eaten, and sheli fish anq
forbidden. In Judaism, all pig products are forbidden, and also

scales, birds of prey, and carrion. Only animals that chew the cud,

eel are, therefore,

fish without fins or

have cloven hooves

and have been ritually slaughtered may be eaten. Meat and milk dishes are never mixed
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2.8

within the same meal. In Sikhism, beef is strictly forbidden, but

though it is rarely eaten. The animal must also be slaughtered in

way. According to Littlewood and Lipsedge (1982). In Rasta

pork is allowed -
special ritualistic

farianism, many

rastafarians are vegetarians, although some follow dietary restrictions similar to Judaism.

In the secular world, example of food taboos is found in the contempprary ‘whole food’

movement in Britain and the United States. In these countries,

the sacred/profane

dichotomy is between the ‘natural” and the ‘artificial’, between ‘whole food’ on the one

hand and ‘junk foods’ on the other. Junk Foods are associated with iTeas of uncleanness

and danger, especially from their additives, dyes, preservatives and other pollutants.

Twig (1979) views that the modern movement of vegetarianism as offering ‘this worldly

form of salvation in terms of body’ sees meat and its various products as dangerous and

‘profane’. It associates a vegetarian diet with purity, lightnes
spirituality, while meat and blood are associated with aggressiv

instincts, an ‘animal nature’, and a disharmonious world.

In these cases of food taboos, it is important to note that classif
‘profane’ and therefore forbidden, is likely to exclude the much nej
the diet. The present study examined foodstuffs that have been cla

by the Fulanis to establish differences between the rural and urban

PARALLEL FOOD CLASSIFICATIONS

,  wholeness, and

eness, base sexual

ying a foodstuff as
eded nutrients from
ssified as “profane”

Fulanis.

The division of foodstuffs into two main groups usvally called ‘hot’ and ‘cold’ is a

feature of many cultural groups in the islamic world, the Indian

20
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America and China, In these cullures, this ¢lassification includes mug

*h more than food,

medicines, illnesses, mental and physical states, natural and supemalLral forces, are all

grouped into either *hot’ or ‘cold’ categories. [t is necessary (o point

of ‘hot’ and ‘cold’ do not refer to actual temperature, but, rather 1

values associated with each category of foodstuffs. Because ‘heal
balance between these categories, ill-health is treated by adding ‘ho

or medicines to the diet in order to restore the balance (Helman, 19

among the Puerto Rican in New York city, a ‘cold” disease like arf

but that the notions
p certain symbolic
th” is defined as a
t’ and ‘cold’ foods
84). For example,

hritis is treated by

‘hot’ substances. In most cases, these parallel food classifications are not based on a

logically consistent principle, nor are foodstuffs that are classified as

necessarily seen as ‘hot’ in another.

The history of a locatity, cultural factors and personal idiosyncrasies
categorizing foods as hot and cold. For example, in his study in M{
{1981) found significant differences among his informants as to wl}
and what were ‘cold’ though they all agreed on the tastes, physiq

therapeutic value expected of the two categories,

Hunt (1976) described the hot-cold classification system of Asian imn

Pakistan and Bangladesh) living in Britain. IlInesses among the Ind

‘hot” in one culture

may play a part in

broceo, Greenwood
at foods were ‘hot’

slogical effects and

igrants (from India,

ians are treated by

restoring the balance of *hot’ and ‘cold’ forces within the body, Jor example, febrile

illness, (fever).

In another study by Tann and wheeler (1980), London Chinese mpthers believed that
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their diet should be modified according to the general health of the infants receiving their
breast milk. If the body had a ‘cold’ illness, like fever they avoided [cold™ foods which
might turn the breast milk cold and thus aggravate the illness. This practice sometimes
restricted the sources of nutrition available to the mother. As in prevjous cases, parallel
food classifications are usually used by patients as a form of self-medjcation, which may
in some circumstances prove damaging to their health. The present study examined the
use of parallel food classification among rural and urban fulanis to establish if there are

differences in their practices and the purpose of the usage.

FOOD AS MEDICINE, MEDICINE AS FOOD
Sometimes foodstuff is used in certain communmties as medicine, whilg in others, medical
plants and roots are used as food. In the latter case, special diets may also be seen as
a form of ‘medicine, for certain ilinesses or physiological states such as pregnancy,
lactation and menstruation, certain foods are sometimes avoided or afe prescribed to aid
in the physiological process. “High blood’ is treated by America*;s by taking lemon
juice, vinegar, sour oranges, pickles, olives or saverkraut while the treatment of ‘low
blood” involves an increased consumption of beefs, grape juice, red|wine, liver and red

meat (Helman 1984).

Etkin and Ross (1982) studied the use of plants, both as medicine and as food, among

the Hausa people of Northern Nigeria. They found that many of the plants were used
as folk medicines and as food. For example, cashew nuts were che+ved for treatment of

intestinal worms, diarrhoea and dyspepsia, but were also added to soups and used as a

condiment in vegetable foods. By analysing both the nutritional and pharmacological
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properties of many of these substances, they concluded that many plants taken as

‘medicine’ may infact also have nutritional value, while some of these

plants used mainly

as food also have a medicinal effects, only by examining all the usgs of plants can an

estimation of their overall nutritional value be made,

Medicines, whether medically or self-prescribed, may also be rengded as a form of

‘food’ or ‘nutriment’ without which the patient might weaken or die

Examples of this

are certain cardiac or hypertensive drugs, insulin therapy, and thyroid and hormone

replacement therapy. When these drugs are regularly taken at met

il times, they may

become incorporated into the meal as a symbolic form of ‘food’. Other substances such

as vitamins, ‘tonic’, ‘bitters’, alcohol, tobacco and psychotropic drug

might also come to play this role (Helman, 1984).

The present study examined differences in the kinds of food used as

of medicine used as food among rural and urban Fulani. For in

s if taken regularly,

medicine and kinds

btance, 1f there are

differences, the researcher may attribute the difference to the influefice of urbanisation,

SOCIAL FOODS

Sacial foods are those that are consumed in the presence of other pegple and which have

symbolic as well as nutritional value for all those concerned. Helm
that in every human society, food is a way of creating and express
between people. These relationships may be between individuals, H
social, religious or ethnic groups or between any of these and the

Food used in this way has many properties of ritual symbols, Wha

an (1984) observed
ing the relationship
etween members of
supernatural world.

n food is consumed

23



in an atmosphere of communal meal, it carries with it many assoc

participants much about their relationship with one another and with

Most meais have ritualistic aspect and in addition provide nutrition fg

the same time.

Meals can also be used to symbolize social status, often by serving

dishes. This is what Jelliffe (1967) calls ‘prestige foods’. Accordin

usually protein (and often animal} and are difficult to obtain or prepar

expensive or imported) and are often linked historically with a domi

The colour of food also shows the status of the food. In many parts
colored food, such as white bread or white rice have a higher statu
foods. In Europe, for instance, it was the peasants who ate rough,
the aristocracy ate white bread or cakes (Helman 1984). In de

Trowell and Burkitt (1981) pointed out that westernization has inci

white bread and rice cereals are increasingly refined to produce lov

Jations, telling the
the outside world.

r several people at

rare and expensive
g to him. they are
c (as they are rare,

pant social group.

of the world, light-~
5 than dark-colored
brown bread while
veloping countries,
reased the status of

; fibre white wheat

flour and polished white rice which results in a decreased intake of dietary fibre,

especially ccreal fibre.

Food can also be used as an indication of group identity. Food tlTuat is produced and

eaten locally is closely identified with the sense of continuity a
community and its dietary practices are often carried to other count

of the community emigrate. In their new countries, the immigrants

nd cohesion of the

ries when members

may continue to eat

their traditional diet-with its familiar taste, smells, and mode of preparation or revert to
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it only on special occasions (Helman, 1984).

Jerome (1969) studied the changes in diet and the pattern of meals i

n black Americans

who had migrated from rural areas in the south to large cities iJl the North. The

traditional southern pattern consisted of two meals. This included
comprised fried meats, of various kinds, rice, grits, biscuits, gravy,
potatoes, coffee and milk, and the ‘heavy boiled dinner’, which too
afternoon and comprised boiled vegetables or dry legumes, seasone
meat items. This main dish was accompanied by corn bread, potatoe.
or milk, and an occasional dessert or fruit. In the Northern, urban g
the influence of occupational scheduies the pattern changed, with the
served at 4-6pm, and re-named ‘supper’, the heavy breakfast usually
18 months after migration with ‘lunch’ consisting of left-overs fror
new pattern was established with three meals namely, breakfaast,
Breakfast, comprising eggs, or bacon or sausage with eggs, hot biscu+
coffee and lunch of sandwiches, soup, crackers, raw fruits, and a frui

composed of either ‘heavy boiled’ or fried food. Helman (1984

traditional heavy break fasts were reserved for weekends, ‘off d

Jerome’s study (1969) shows that the internal structure and contel

remarkable uniform within a social or cultural group.

It has been shown in this section the multiple roles that food plays it
creates social relationship, signalling social status, occupation and ge

important fife changes, anniversaries and festivals and re-asserting
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break fast, which
fried - sweet Irish
kK place in the mid-
1 with a variety of
i, a sweet beverage
nvironment under
heavy boiled dinner
persisted for about
Eventually, a
lunch and dinner,

8, ‘light’ bread and

t drink. Dinner was

) reported that the
ays’ and holidays.

nt of meals can be

1 human society. It
nder roies; marking

religious, ethnic or
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regional identities. Because of their many social roles, dietary beliefs and practices are

sometimes difficult to discard, even when they are dangerous to health. The present

study examined the health implications of Fulani social foods consumed by the rural and

urban Fulani,

SOCIAL BEHAVIOUR AND IIABITS IN RELATION TO HEALTH

The social behaviour and habits of people have some effect on their

smoking for instance affects the health of a person.

health. Excessive

During the process of the

development of the Fulani as an ethnic group, two groups - the Sedeptary and Nomadic

fulani had emerged. In the period of their development, these two groups have shown

marked differences in their mode of life, social organisation and

autonomy (Hopen, 1958).

The seasonal movement of the nomadic fulani is motivated by ma
these factors which are their desire for independence and freedom fr
and supervision by sedentary authorities, cattle raiding, the avoidance
areas, and of an over-feeding factor, the never-ending search for ne

who do not own any land of their own.

degree of political

ny factors. Among
hm the interference
» of disease infested

v pasture as people

It 1s actually the seasonal movements that

impose a nomadic way of life on the nomadic fulani and his animal§ (Ezeomah, 1983).

Two types of movement are easily identifiable in the effort of nomatlic Fulani to secure

grazing for their animals, whether across local government or statd

boundaries. They

are both split and total movements. In each case, the length of time spent in any given

location will depend on the availability of pasture and water, their relationship with
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sedentary people, and the presence or lack of killer diseases. Whereyer animal life and
security is threatened in any serious way, their movement away from|such areas in fast.
They have always described their easy dispersal at very short notice as being like ‘birds

which when one is touched all others fly away’ (De St. Croix, 1972).

Split movement involved a part of a nomadic family - usually young men, their wives,
children and some young relations - who seek for areas of pasture duning the dry season.
The rest of the members of such a family comprising older people and some young
people, are left at their base camps where the split groups return during the wet season.

Those in the base camps are left with a few milking cattle to provide them with means

of existence while the split groups make their drifts to areas of new pasture - split
movements are intra-state following valley - upland trends witrIn or across local
government boundaries particularly in the Northern States. The splft groups are easily
identified by their small numbers which consist of about one to fiye families and the
scantiness of their camping equipment tied on a few cow backs. | (Ezeomah, 1983).

Whereas some members of the nomadic families’ remain intra-stal+3flocal government

throughout the year. While some families who cannot provide enpugh feeds in local

government areas have gone beyond local or state boundaries, but! return to the local

government areas during the rainy season.

Total movement usually involves the entire nomadic family old and ypung and all of their
animals. The family sometimes combines with related families tojform large groups.
In a number of cases such large groups move across state boundaries towards the

Niger/Benue river basin during the dry season and because they have no centre to which
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they return for a season, like the split group, they move to convenient

during the wet season (Ezeomah, 1983),

highlands or plains

The main characteristics of the total movement groups are their large numbers. Some

of the groups comprise about ten to twenty families. Their camping

equipment is more

detailed than those of the split groups. Their baggage is tied not only on cow backs, but

also on donkeys, while the older members of the groups and childien are mounted on

horses, donkeys and even cow backs. Some of the trained large cow

rafters, ‘kewe’. These rafters portable shelters for a number of

1983).

In both split and total movement, the nomads erect simple huts. h

huts are easily and quickly built by using corn stocks found or ha

These provide quick shelter from the heat of the sun. With the ap

season better huts are provided with the bamboo hut rafters carri
backs during the journeys. These are thatched with either grasses «

shelter against the rain by these huts.

According to Ezeomah (1983) the season movement of nomadic Ful

s carry bamboo for

nomads (Ezeomah,

ring the dry season
rvested corn fields,
proach of the rainy
ed along on animal

br leaves to provide

ani is likely to have

some effects on their health, they are likely to be exposed to all

inds of drudgeries

insects such as mosquitoes, and flies that cause river blindness, damgerous animals and

reptiles such as snakes. They are also exposed to harsh weatl
adversely affects their health. The make - shift huts they erect as sh
affect their health particularly against cold weather or humid condit
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the water they drink from wells, rivers and streams are likely to be poJluted and unclean.

The food they eat also may not be regular, and may be unbalanced a
tendency for them to have malnutrition. Diseases related to their diet

from such factors as inadequate intake (under nourishment) imbal

constituents of the diet and deficiencies of essential food substances

specialise in selling cow meat while their women sell dairy products w

there may be the
ay therefore arise
ce of the various
. Rural fulani men

vhich they consume

on a limited scale. The sedentary fulanis who live in the rural atreas produce large

quantities of foodstutfs. However, they are without adequate m
transport and communications add to their difficulty. Abdulkadir (
there is imbalance in health care resources and organisation betwe

areas in Borno State and blamed this on faulty priorities. There is

edical care, Poor
1981) reported that

en rural and urban

no doubt that for a

long time to come rural dwellers including nomadic fulanis will suffer neglect and be

exposed to many diseases. When individuals migrate to urban areas, there is the tendency
ta continue with the rural behaviour or modify such behaviour to syit the urban way of
life. According to Gilbert and Gugler (1987), many urban dwellers r¢main deeply rooted
in the rural community in which they grew up and this is a widespread pattern in Sub-

saharan Africa. They stated that the recent migrant in the urban area/still maintains close
contacts with the family members or relatives he left behind in thk rural community.
These could be wives, children or parents. Although the migrant is §n an urban area, he
still sees the rural community he came from as his home. This is common among the
Fulani who visit their rural community for festivals, ceremonies ¢r family re-unions.
These occasions thus serve as ties that migrants maintain with their gommunity of origin.
Many migrants anticipate returning there. They continue to see themselves as members

of a rural community, whether they want to be back in time for the pext harvest, or plan
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to retire in the village after a lifetime of work in the city.

The commitment many migrants have to their community of origi

n may be taken to

suggest that they remain peasants at heart, that they do not become urbanites (Gilbert and

Gugler, 1987). As soon as the migrant arrives in town he has to agopt behaviour that

will allow him to pursue his economic goals effectively (Gluckman,

1960). The urban

fulani easily adapts to the urban economic life by engaging in occupations that other

urban dwellers are engaged in such as buying of grains, obtaining b

or large scale business or working as civil servants.

Language constitutes a conspicuous and important area of adaptatig
need only to make a few additions to their vocabulary or to modify th
but others have no mastery, or only limited mastery, of the city's li

migrants in African cities have to switch to the national or regional |3

ank loans for small

n. Someg migrants
jeir pronounciation,

pgua franca. Many

ANguage tn common

use (Gilbert and Gugler, 1987). Many of them abandon their rural Jiress and hair styles

and modify their food habits.

However, adopting urban patterns of behaviour does not require g

were done at home. Migrants in urban areas will continue to beha

rgetting how things

e in urban or rural

ways as the situation demands. Indeed, they have to be both peasar}ts and townsmen in

order to operate successfully in the dual system they have establis
Some of them learn and acquire new norms of behaviour through
others grow away from their rural ways, but most do not abandon

ability to enter into social refations governed by rural norms, wheth
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hed (Gugler, 1971).
urban socialization,
the will or lose the

er in the town or in




their home areas (Gilbert and Gugler, 1987). In other words, becom

an extension of one’s culture, but it does not necessarily imply a rej

ing urban involves

ection or loss.

Contrary to the assumption that urban life is characterized by the absL:nce of meaningful

personal relationships, many rural-urban migrants maintain stropg ties with their

community of origin, establish in the city new communities based on

indeed do both, Other urban dwellers, first generation migrants or t

securely anchored in networks of kinship and friendship. In a surve

common origin or
he urban born, feel

v in Kanpur, India,

an industrial centre of over one inillion inhabitants, nearly everygne reported seeing

friends in the city more than once a week, and most characterized {

intimate or extending to mutual aid (Chandra, 1977).

Religious groupings play an important integrative role for some

(1978) attributes the development of pentecostal and other

predominantly catholic areas to the attempts of those lackin

relationships to develop the basis for such relationship.  1n the
neighbourhoods he studied, members of the sects were often those w

and included women separated from husbands or whose husbands

What distinguishes the city from rural areas are the options it provid
urban lifestyle distinct from a rural way of life but a variety of lifest
villages community. Some urbanites lead encapsulated lives, near]
a village community, but others strike out, associated with like -ming

when they no longer agree, become individualists. The city allows
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protestant sects in
g extensive social
two low - income

fthout kin in the city

rere alcoholics.

cs. There is not one
yles unknown in the

y as if they were in

led persons, separafe

the unconventional,
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those labelled ‘deviants’ in the society at large, to establish social relationships with those

of their Ik, and to develop viable social roles (Gilbert and Gugler,

1987). In the city,

adherents of new religion, protagonists of a new political idea, carriefs of a new fashion

can aggregale in sufficient numbers to support each other. Ci
innovation because it is in cities that innovators can constitute a crit

(976).

The present study examined the social behaviour and habits of urba

fies are centres of

ical mass. (Fischer,

ot fulanis in relation

to the behavioural traits of urban dwellers described in the preceeding paragraphs and

how these behavigurs affect their health.

CULTURAL BELIEFS IN RELATION TO HEALTH
Culture is widely regarded as the whole way of life of a people. It

of dressing, food habits, custom, religion, and language, Wexler (

includes their mode

[982) observed that

culture indicates "a need for articulation, a language of sog¢ial understanding.

Commitment to ideals; fostering emotional and cognitive capacities such as empathy,

hope and social knowledge; communicative potential; culturs

il imagination for

alternatives; social practicality for organisational forms: the shape, size, clothing and

surface of the body. In every society, the human body has a social ¢
reality. In other words, the shape, size and adornments of (he

communicating information about its owners’ position in society.
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1s well as a physical

body are a way of




Artificial changes in the shape, size and surface of the body whi

ch are widespread

throughout the world, can also have a social function, This includes extreme forms of

bodily mutilation which are regarded as culturally defined notions of *

(1978) has listed some of the more extreme forms of body alteration pt

beauty’. Polhemus

ractised historically

and, at the present time, among non-industrialised peoples. These ipclude: wearing of

nose and earrings among the people of mali, artificial fattening of gi
Africa; tattooing of the body in Tahiti and among some American I
large orpaments into the lips and ear-lobes in Brazil, East Africa and
wearing of nose and earrings among the people of Timbuktu, Mali.
such bodily mutifations are obvious, but they may also bring benefit
While female circumcision, practised stitl in parts of Africa, carries
of infection, scar tissue formation and difficulty with future childbiry
Early male circumcision is believed to be one of the factors prote

developing cancer of the cervix (Jeffcoate, 1962).

Various forms of self-mutilation or alteration are used in Western ind

r1s in parts of West
dians; insertion of
Melanesia; and the
The health risks of
s to the population.
with it the dangers

h (Jeffcoate, 1962).

rcting women from

ustrialized societies

of ‘beauty’. These

particularly by women to conform to culturally defined standards
include the widespread use of orthodontics to straighten front teetll
noses, ears and chins; ear-piercing; body building regimens; breast

surgery; and hair implants for baldness. In addition, there are t

dieting used by women to reduce their weight to attractive dimensior

It has been hypothesized that anorexia nervosa is an extreme p
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; Plastic surgery to
prostheses; face lift
e various forms of
s. (Helman, 1984).

athological form of




dissatification with body image, in a society which values and rewards slimness (Garner

and Garfinkel, 1980). However, by contrast, in parts of West A

frica, wealthy men

frequently sent their daughters to ‘fattening houses’ where they were fed on fatty foods

with minimal exercise, so as to be plump and pale, a culturally defi

to indicate both wealth and fertility (Polhemus, 1978).

Helman (1984) observed that altered shape alone is not all that
culturally prescribed patterns, special clothes contribute, along with
other constrictive underwear, and high heeled or plat-form shoes, all
a negative effect on health. Cosmetics and deodorants, which may
or contact dermatitis, are also part of the western mode of com
personal odour is considered to be offensive - a belief that is not sh

cultures.

While the body is protected by clothes, and by its covering of skin
body surface are sometimes considered to be more vulnerable than of
in Helman’s study of English beliefs about ‘chills’, ‘colds’ and 'f¢
image included certain areas of skin - the top of the head, the back
feet - considered more vulnerable than other parts to penetration by

damp or draughts. In this model, one “caught cold’ if you ‘went out

ned shape believed

shows a particular
women corsets and
of which may have
cause skin allergies
munication, where

ared by some other

, some areas of the
hers. For example,
ver’, the lay body
of the neck, and the
environmental cold,

into the rain without

a hat on (or after a haircut), ‘fever’ was believed to result from the penetration of

‘germs’, ‘bugs’ or ‘viruses’ through other breaks in the body surface - the orifices, such




as the anus, vrethra, throat or nostrils.

Ezeomah (1983) described some rites, symbols and ritual. The fllani child name -

giving is the most widespread and faithfully followed ritual. The child is not regarded

as a person until it has been named at such a ceremony, It is social crime not to have

the ceremony for a child (Dupire, 1962). The seven procedures fpllowed during the

ceremony include:

N
(2)
3
4)
($)
(6)
(7)

the distribution of kola

prayer

slaughter of an animal or more

formal guestioning as to sex and day of birth
whispering in the baby's ear

shaving the hair into a bow! of milk

ritual disposal of the hair and milk.

The milk containing the hair is poured into the "corral" {n order to transfer
fertility to the animals. This gives another cultural theme of] the nomadic fulani,
It shows a connechion between the fertility of the herd and human fertility and a
clear indication that without cattle a nomadic fulbe fami\]y has no base for

existence.
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(8)  the ritual meal. The ceremony establishes the fatherhood of the child and a focus

on fertility (Ezeomah, 1983),

Another cultural aspect of the Fulanis pointed out by Ezeomah whi¢h may have health
implications is circumcision of both boys and girls. If the woungs arising from the
circumcision are not properly treated, there is the tendency for ipfection or disease

associated with the wounds.

Anather cultural practice which may have health implication is the piercing of the ear of
girls as a mark of attaining womanhood, (Ezeomah, 1983). Like ¢ircumcision, if the
wounds arising from piercing the ears are not well treated, infectian may result which

could lead to disease.

Another cultural practice of the fulanis, which has health implication is the use of
magical powers for general protective or healing and fertility purpgses. The details of
these three categories as provided by Ezeomah (1983) are as follows:
- if activities are to take place on unlucky days, some of the magical precautions

are taken.
- calves must not be born in the bush. If it happens, it brings bad luck to the herd

and they should be sold on weaning.
- the right kind of wood must be used in the corral fire and its smoke has beneficial

effect.
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- a woman who is pregnant must not milk a cow

- cattle must not be counted, doing so limits the number

Protection or Healing
- to ward off predatory animals from cattle, a hole is dug und

corral fire and magic concoction is poured into it.

er the place for the

- certain cuts can be made on calves to protect them from death and sickness.

Fertility

pouring a potion on a terrible hill for prolific population (hu

pouring a potion on a calf rope

use of certain songs

potion added to salt given to cattle.

man and animal)

Some of these magical practices have health implication. The cuts that are made on

calves to protect them from death and sickness could be injurious to
lead to infection in the place where cuts have been made. Similarly

given to the cattle could also be harmful to the cattle.

Finally, a cultural practise among the fulanis is the game of ‘sharo

the calves. It could

potion added to salt

. Ezeomah (1983)

remarked that “to an outside observer, the game of ‘sharo’ is assogiated with marriage,
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in real sense of the practise of this game such association is quite indirect, because
marriages are arranged long before the test of this game. In effect, the ‘sharo’ game is
a test of courage, endurance, fortitude and the attainment of manhood. The ‘challenger’
- the receiver of the blows is tested on attainment of manhood. HoWwever, the practice
of ‘sharo’ seems to have died down since the middle sixties, as th¢ nomads tended to
modernise in terms of the things they wear and eat, their more fayourable attitude to
modern medicine and as a result of the adaption to modern methods of transportation and
fewer attacks by wild animals and cattle raiders. However, in the/past few years, its
practice has been revived due partly to clashes between nomads and land cultivators over
the use of grazing land, and cattle raiding along the Benue Basins. The ‘sharo’ game has
health implications in that the effect of prolonged beatings received by the young man
who is proving his manhood could be devastating on the functioning |of his body organs.

Some muscles may damage. There could be internal body injury and bleeding.

Beliefs are also held on pregnancy and uterus in some societies. Skultans (1970) swdied

the beliefs about menstruation among women in a mining village in south wales. She

found two types of belief about menstrual blood. First, a belief thall menstrual blood 1s
‘bad blood’, and menstruation the process by which the system is purged of ‘badness’
or ‘excess’. The emphasis was on losing as much blood as possible, as this was the
method whereby ‘the system rights itself’. The women said that they felt huge, bloated,
slow and sluggish if they do not have a period or if they do nol, lose/much. One woman

felt ‘really great’ after a heavy period. and most insisted on the value of having a
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monthly ‘good clearance’,

The present study examined cultural beliefs among rural and urban

determine if there are differences in their beliefs. For instance, it
establish the fact that urbanization has reduced or eliminated some

by urban fulanis and the effect of this on their health.

SUMMARY OF LITERATURE REVIEW

fulanig in order to
will be revealing to

cfultural beliefs held

This chapter reviewed literature on differences between rural and urban dwellers in terms

of diet, social behaviour and habits, and cultural beliefs of ethnic groups in relation to

their health. It was established in the review that inspite of the many health problems

in rural areas, urban areas too have their own health problems some

of which originated

from the rural areas. It was also established that food plays mulyple roles in human

society and because of this, dietary beliefs and practices are sometimes difficult to

discard even when they are dangerous to health.

In addition, it was established that there are differences in the social behaviour and habits

of rural and urban people. Some behaviour and habits in urban are

a could be traced to

the rural areas. Unlike the rural area, the city has a variety of lifestyles which demand

behavioral response by its dwellers. Furthermore, it was reveal
review that some cultural beliefs and practices have health implicati

as those cultural practices prevail, the health of those involved wil
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ed by the literature
ons and that as long

be endangered. A




review of the literature showed that no previous study has been

conducted to the

knowledge of the investigator, on the difference between rural and urban fulanis in

relation to their health, This was the issue addressed by this study.
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3.1

CHAPTER THREE

METHOLOGY

INTRODUCTION: :

|
This chapter describes the research method and procedures cmplqu’i in conducting this
study. The chapter specifically describes the research method uslk:d. the population,

sample, instruments for collecting data and procedures for collating and analysing data.

RESEARCH DESIGN |

To achieve the purpose of this study, ex-post-facto research design was used, because the

information required was already available. In this design a 2x7 i'act{;)rial sub-design was

used. In this, the sample was divided into two groups, namely rur;l Fulani and Urban
|

Fulanis. Rural Fulani group served as control group and the Urﬁan Fulani group as

experimental group. Information on seven (7) different aspects of lifestyle of these two

groups was then collected and compared as shown in paradigm [.

Gr

1_
Lifestyle ]

Household Health antnudes Health Food and | Drinking quiunp Physical
size and Cultural Status drink {aleohol) {eigar, pipe | actuvity
helicts il cigaretle)
| 6 7

ta
fad
h

Urban Fulanis Group

Rural Fulanis

Paradigm 1: 2 x 7 Research Design
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3.3

3.4

POPULATION FOR THE STUDY

The population for this study consisted of all adult Fulani (15 and above) living in

Kaduna State, the total number of urban and rural Fulani in Kadu

10,000, The target population comprised of males and females.

SAMPLE SIZE AND SAMPLING PROCEDURE
Borg and Gall (1974) suggested that 5 per cent of the total populd

above can be adequate sample size in survey research.

According to 1972 census, (Ministry of Finance and Economic Pl3

tofal Fulani popufation in Kaduna State in 1972 was 10,000, There

|-.

na State was about

tion of 10,000 and

nning, Kaduna) the

ore, it was decided

to select 5 per cent of 10,000, which was 500 Fulani from Kaduna [State for this study.

As this study was concerned with lifestyles of urban and rural Fulapi, it was decided to

setect 250 urban and 230 rural Fulani to serve as respondents in th

s study.

In selecting the respondents for this study the purposive sampling |technigue was used

because of costs and time involved in reaching the respondents and to ensure that all the

elements of the population of interest were represented in the study.

In this sampling procedure, Kaduna and Zaria cities were used as u

urban Fulani respondents. Similarly Shika and Giwa villages were s¢
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rural Fulani.

In selecting the urban and rural respondents, cluster random sampling technique was

used. In this technique, National Commission for Nomadic Education, National

Commission for Colleges of Education and National Educational Te
Kaduna city were used as clusters. From each of these clusters, nam
in this organisations were recorded. Each name was given a numf
were written on pieces of paper and then the numbers were chosen by
a total of 200 respondents were selected. .Similar procedure was
Fulani respondents from Sabon-Gari and Tudun-Wada in Zaria. T|

urban Fulani respondents were selected.

In selecting rural Fulani respondents, Giwa and Shika Villages wen
village 130 Fulani were selected randomly. In this selection, each cot
used as a cluster. 13 family compounds were identified in Giwa. |
each of these 13 compounds were selected randomly as determined

compound (rugga).

In shika viilage, 120 Fulani were selected randomly. 10 compounds ¥
and from each one of which |2 respondents were selected at rand(J
the head of each compound. Thus, a total of 250 Fulani were seleq

Shika villages to serve as rural Fulani respondents in this study,
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INSTRUMENTATION FOR DATA COLLECTION

The main instrument that was used for collecting data was the questiopnaire. It was used

also as an interview schedule for non-literate respondents. The guesti

hnnaire constructed

was based on the questionnaire used in the Health and lifestyle survey study by Cox et

al (1993:352). The rationale for using similar questionnaire is based
two studies are related. Both are on the subject of health and lifi

people.

The questionnaire consisted of items on the areas which sought the ¢

on the fact that the

pstyle of groups of

spondents views on

titudes and cultural

the seven variables being studied; namely household size, health af

beliefs, health status, food and drink, drinking (alcohol) habits, skaing, (cigar, pipe,

cigarette} physical activity as related to health seeking bhehaviour
(Appendix 11} consisted of items on the following arcas. Backg

household size, health attitudes and cultural beliefs, Health staty

The questionnaire
round information,

s, tfood and drink,

drinking (alcohol) habits, smoking (cigar, pipe, cigarette) and physical activity. The

response modes to the questionnaire items were in the form of (a) yes or no options (b)

selecting appropriate response from a group of items and (c) Likert

and (d) fill in type.

scale type statement

The instrument of the study was vetted by five senior academicians in Education and

medicine for face validity. The experts were not only knowledgeable

in the aspects of the

of the problem but were also highly experienced in research. They were requested to




judge the items for their appropriateness for accomplishing the objectives of the study.

THE PILOT STUDY

For the pilot study, 30 Fulani from each of urban and rural areas

of Zaria and Giwa

respectively were selected at random. These respondents were not a part of the sample

for the main study. The questionnaire was administered to the liter:
transiated for the non-literate respondents by an interpreter whose

Fulfuide and who was also fluent in Hausa. Thereafter, the response

ate respondents and
mother tongue was

s of the latter group

were recorded in the questionnaire forms by investigator. Immediately after the

respondent gave his response in Fulfulde to a statement, the interpreter transiated the

response into English, which was then recorded by the researcher - thus ail the responses

of the respondents who could not read or write English were recorded by the researcher.

The other respondents who could read and understand English filled|in the questionnaire

by themselves, which were then returned to the researcher. The responses thus collected

were statistically analysed to test the internal consistency of the {instrument and the

validity of the statistical tests used.

INTERNAL CONSISTENCY:

The reliability procedure was used to determine the internal consistency and validity of

the instrument. In the procedure, the Spectian split half model was used through the

Statistical Package for Social Science (SPSS). This analysis produced an alpha value of

0.6939, which showed that the instrument was consistent and valid| (See Appendix I).

45




3.6

After establishing the internal consistency and validity of the questjonnaire, it became

necessary to discard four questions that were found not to be relevant.

PROCEDURE FOR DATA COLLECTION
The investigator went to Giwa Village along with two research agsistants who spoke
Hausa and Fulfulde. In Giwa Village 130 copies of the questionnajre were distributed
at random to the respondents selected according to the procedure described earlier. As
the respondents from Giwa could not read or understand English, cach statement of the
questionnaire was read in Fulfulde by one of the research assistants. The respondent
then gave his response to the statement in Fulfulde which was then translated by the
second researcher in English which was then recorded by the resecarcher. Thus by this
process the responses of all the 130 subjects from Giwa were recorded. Out of this
number, 30 subjects did not respond to all the statements. The resgarcher then went to
Shika Village with the research assistants where she distributed| 120 copies of the
questionnaire as described earlier. In the distribution of the questionnaire the same
method used in Giwa was adopted. The responses of 20 subjects were incompleted. The
whole exercise of the distribution of questionnaire took four weeks - two weeks Giwa and

two weeks in Shika.

The researcher went with research assistants to Zaria town where she distributed 50
questionnaires at random. As the respondents from Zaria could read and write English,

the respondents filled the questionnaire forms. However, some respondents wanted
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clarification about some statements while filling the questionnaire, which the researcher

gave. The researcher and her assistants collected the questionnaires after they were filled

in.

The researcher and her assistants then visited Kaduna where they distributed 200

questionnaires at random. The same procedure followed in Zar

a was followed in

Kaduna in distributing the questionnaire forms. Out of these 20{ copies of the distributed

questionnaire, only 150 were returned. The researcher spent one week in Zaria and three

weeks in Kaduna to administer the questionnaires. In order to elimilrate the influence of

incomplete responses on the results of this study and to make sta
inference easier, the 50 incomplete responses from Giwa and Shik;
in the statistical analysis. Thus, only 200 rural and 200 urban Fula

included in the statistical analysis.

METIIOD OF ANALYSIS OF DATA
Data were analysed using chi square statistics to test the difference

Fulani in urban and rural areas in terms of household size, health a

tistical analysis and
a were not included

ni respondents were

s in the opinions of

ttitudes and cultural

beliefs, health status, food and drink, drinking (alcohol) habits, smoking (cigar, pipe,

cigarette) and physical activity. The chi square statistical method wak used for qualitative

information. Students t-test was used for quantitative differences between the two

groups. All the seven hypotheses were tested at 0.05 level of signjficance. The results

are presented 1n the tables that follow.
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CHAPTER FOUR |

4.1 INTRODUCTION:

The purpose of this study was to find out differences between the lifestyles of urban and

rural Fulani. To achieve this purpose, the data collected were statistically analysed to test
the hypotheses posed in the study, the results of which are presented %md discussed in this
chapter. |

Before the results are presented according to the hypotheses the demographic

characteristics of respondents are analysed. The results of which arg shown in table 4.1.

Table 4.1 Demographic Characteristics of the Subjects |
S/No Characteristics Frequency l’t;rcemagc
!
.
1 Gender: |
Male 297 74.3
Female 103 25.8
|
1
2 Marital Status: .'
Single 137 34_3
Married 263 65.8
|
!
3 Age Range: '
15 - 19 Years 37 A3
20 - 29 Years 112 28.0
0 - 39 Years | 136 34.0
!
40 - 49 Years 71 17.8
50 years and above 43 10.8
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Religion: 1
Islam 400 100.0
Christian . . :
Location: 200 50,0
Urban 200 50.0
Rural ,

400 100

|

Examination of table 4.1 shows that out of a total of 400 respondents, 297 (74.3%) were
males and 103 (25.8%) females, 137 (34.8%) were single and 263 (65.8%) married.

\ |
Most of them were between 20 and 50 years of age. All were moslams, urban and rural

|
areas were equally represented. |

HYPOTHESIS 1

There is no significant difference between urban and rural Fulani of 1(aduna State in their
|

household size. |
To test this hypothesis t-test was used for statistical significance of differences between
. o] .
urban and rural Fulani in household size, health status, types of food and drink, drinking
|
(alcohol) habits, smoking (cigar, pipe, cigarette) and physical activity, the results of
which are represented below.

Descriptive statistics about the household size of urban and rural fFulani are shown in

table 4.2.
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Examination of table 4.2 indicates that the highest per cent contributed to liw: household size of

Fulanisis that of relatives (31%) and the least contribution was made by mmrrclatwes. l'able 4.2

|
further shows that in most Fulani household (90%), 1 - 15 people lived in the same house.

Majority of Fulanis (53.8%) had relatives and children who are not living with them.

Results of t-test statistical significance for difference between household sifF of urban and rural

Fulani are shown in Table 4.3. I
|
|
|

Table 4.3 t-ratio for differences between urban and rural Fulanls in household size.
Group No. of Mean SD SE t-test
respondents ]
!
Urban 200 4.18 1.65 7
|
' 3.94
|
Rural 200 5.15 1.92 136 .
!
t (398) = 1.96 < 0.05

|
|
|
|
I

- . . - L . l
A careful examination of table 4.3 reveals significant differences between urban and rural
. L | : .
Fulani, suggesting that there were more people living in each household of rural Fulani

compared to the household of urban Fulani.
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HYPOTHESIS 2:

There is no significant difference between urban and rural Fulani of Kaduna State in their

health attitudes and cultural beliefs.

Descriptive statistics about the health attitudes and cultural beliefs of urban and rural

Fulani are presented in table 4.4.
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Table 4.4 shows that majority of the respondents (30%) stated that their h

calth was generally

good. Alinost all the respondents claimed that they were doing something at the moment to

improve their health, such as keeping to medical and slimming diets, abste

ntion and reduction

of smoking, stoppage and reduction of alcohol intake. They added that they improved their

health also through self medication and doctors’ prescription, involvement in physical activities

such as house work and playing ‘sharo’ games. They further indicated that their traditional

herding activities and office work help them in improving their health. They

also recognizse that

enough sleep, social activities and sound mental state contribute to the improvement of their

health. About 70% of the respondents agreed that there are things they would like to do to keep

themselves healthy but do not do. They identified sports and exercise, diet as those things among

others that they would like to do. Almost all the respondents agreed tth[ circumcision is a

common practice among them, even though some indicated that diseases were contacted through

circumcision which they cured by magical power and herbs.

On the eight statements made about health marked {a-h) more than 80% of respondents strongly

agreed that they should do according to doctor’s advice and that good

important thing in life.

health is the most

About 90% agreed with the statements, "generally, health is a metter of luck”, if you

think too much about your health, you are likely to be ill", “suffering som

purpose” and "the most important thing is the constitution of health you are

etimes has a devine

born with". Almost

all respondents disagreed that they should be ill before they see the doctor and don’t really have

time to think about their health.
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Result of the statistical test of significance for differences between health attitude and cultural

beliefs of urban and rural Fulani are shown in table 4.5

Table 4,5:
1 belief:
|
Group | No. of Mean SD SE  t-test
Respondents

Urban | 200 50.19 11.94 845

0.32
Rural 200 50.51 7.79 551

1 (398) = 1.96 > 0.05

4.4

Perusal table 4.5 shows insignificant difference between urban and rural Fulani, implying

that the movement of Fulani from rural to urban area did not have any change in their
|
health attitudes and cultural beliefs. i

1Y s 3
There is no significant difference between urban and rural Fulani of Kaduna State in their
health status,

Descriptive statistics about the health status of urban and rural Fulani are presented in

table 4.6
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Stements

Do you have any long-standing illness, disability or

Does it limit your activities in any way compared with other

infirmity? people of your age? |

Yes Nao Yen Mo i

1 P I P T i P ! P T I'p
[ 15.6 L1 L iy 10 02 50.5 1 4.5 ) (1]

Table 4.6 reveals that 47% of the respondents agreed that there were somethings about

their lives that had bad effect on their health, which they attributed t¢ low income which

possibly results to stress and worry. On those things about their life that had good effect

on their health, about 73% identified income, Family and Marital relationships, while the

rest attributed the good effect on their health to friends, neighbours and social activity,
|

all of which they ascribed to be a fairly healthy life which they cla%med they enjoyed.

Results of the t-test of statistical significance for differences between health status of

urban and rural Fulani are shown in table 4.7.

Table 4.7 t-ratio for differences between urban and rural Fulanis in heal s
|
Group | No. of Mean SD SE ‘ t-test
Respondents N |
Urban | 200 12.84 4.19 296 |
-1.25
Rural | 200 12.37 3.28 232
1 (398) = 1.96 > 0.05

Table 4.7 reveals insignificant differences between urban and l'll]’?“ Fulani, suggesting
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4.5

that the movement of Fulani from rural to urban area did not have any change in their

health status.

HYPOTHESIS 4:

There is no significant difference between urban and rural Fulani of Kaduna State in their

types of food and drink.

Descriptive Statistics about the types of food and drink of urban and rural Fulani are

presented in table 4.8,
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Perusal table 4.8 shows that about 80% of the respondents disagreed that they were not on
special diet for health reasons such as obesity, high blood pressure and heart diseases, ulcers,
diabetes and allergy. About 66% of the respondents stated that they were eating the right amount
of food, 55% could not categorically say whether they ate too much or toa little while the rest
agreed they did. They however claimed they enjoyed cooked breakfast most days, with about

54% indicating that they had it everyday.

On specific food types, more than 90% of the respondents claimed they afe fresh fruit, salad
and raw vegetables, egg and chicken less than once a week, with none ot';lhcrn indicating any
interest at all in tinned fruit. Almost all the respondents ate yam, potatoes, rice, beans, green
vegetables, nuts and breakfast creal most days. About 6(0% stated they ate Fura and drank cow
milk more than once a day. Over 50% of the respondents believed their diet was quite good, but

could be improved.

Reseults of t-test the statistical significance for difference between types of food and drink of

urban and rural Fulani are shown in table 4.9,

Table 4.9:  t-ratio for differences between urban and rural Fulanis 'u food and drink
Group No.of Mean SD SE t-test
Respondenses
Urban 200 72.80 9.72 .688
1.49
Rural 200 74.28 10.17 719

1(398) = 1.96 > 0.05
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4.6

Careful examination of table 4.9 shows insignificant difterences between urban and rural
Fulani in food and drink patterns, suggesting that the movement of Fulani from rural to

urban area did not have any effect on the types of food and drink they ate and drank.

HYPOTHESIS 5:

There is no significant difference between urban and rural Fulani§ of Kaduna State in

their drinking (alcohol) habits.

Descriptive statistics about the drinking (alcohol) habits of urban and rural Fulanis are

shown in table 4.10,
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Careful examination of table 4.10 reveals that most (86%) of the fespondents claimed
that they were non-drinkers; very few (8%) of the respondents stated they occasionally
drank and described themselves as light drinkers. A few abstained from drinking on

doctor’s suggestion due to health reason,

Results of t-test of statistical significance for differences between drinking (alcohol)

habits of urban and rural Fulani are presented in table 4.11.

Table 4.11:  t-ratio for differences between urban and rural Fulanis in drinking (alcohol)

habits:
Group No.of Mean SD SE t-test
Respondents
Urban 200 3.44 2.30 163
1.84
Rural 200 3.88 2.41 A7)

4.7

t (398 = 1.96 > 0.05
Observation of table 4.11. shows insignificant differences between urban and rural
Fulani, suggesting that the movement of Fulani from rurla to urban area did not have any

change in their drinking (alcohol) habits.

Hypothesis 6

There is no significant difference between urban and rural Fulanmi of Kaduna State in their
smoking (cigar, pipe, cigarette).

Descriptive Statistics about the smoking (cigar, peipe, cigarette) of urban and rural Fulani

are shown table 4.12.
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Examination of table 4.12 shows that about 25% of the respondents, who were in the habit of
smoking, claimed they had smoked as an experiment and smoked less than one cigarette per day.

Those of them who gave up smoking did so because of ill health.

Results of t-test for statistical significance of differences between smoking (cigar, pipe, cigarette)

of urban and rural Fulani are presented in table 4.13.

i i :
Group No.of Mean SD SE t-test
Respondents
Urban 200 2.82 1.89 134
0.37
Rural 200 2.89 1.89 134

t (398) = 1.96 > 0.05
Table 4.13 reveals insiginficant differences between urban and rural Fulani, implying that
the movement of Fulani from rural to urban areas did not have any change in their

smoking (Cigar, Pipe, Cigarette).

48  HYPOTHESIS 7.
There is no significant difference between urban and rural Fulani of Kaduna State in their

physical activity,

Descriptive statistics about the physical activity of urban and rural Fulant are shown table

4.14.
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Careful examination of table 4.14 reveals that 46% of the respondents claimed they got
enough exercise and so considered their physical condition as average. They felt they
engaged in walking from I-12 hours on the average per day and indicated that their

walking pace compared to people of their own age was best described as average.

Results of t-test for statistical siginificance of differences between physical activity of

urban and rural Fulani are presented in table 4.15.

I'able 4.15
Group No.of Mean SD SE 1-test
Respondents
Urban 200 8.14 1.78 126
Rural 200 8.19 2.06 146 0.26

t (398) = 1.96 > 0.05

Examination of table 4.15 reveals insignificant difference between urban and rural Fulani
in their physical activity patterns, suggesting that the movement of Fulani from rural to

urban arca did not have effect on their physical activity.
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4.9

DISCUSSION:

The results of this study revealed significantly larger households f¢
those of urban Fulani. In other words, households of rural Fulani

than those of urban. This results in what Nyako (1981) called "too

or rural Fulani than
rere more populated

few sleeping places

for too many people results in over crowding, especially acute at bedtime”. These

differences are attributed to the fact that potential migrants can a

fford to wait in the

village until their urban contacts signal a job opportunity (Shaw 1975). In support of

this, Flanagan, 1978) observed that extended families usually ¢
elements in such network. Relatives are most likely to assist in pa;
expenses for uniforms, and books, to provide a home for children

to town to pursue their education, to offer the newly arrived migrant

onstitute the central
ying school fees and
who have been sent

shelter and food for

a while. They further stated that extended family can be seen as an agent of urbanization

in many parts of Africa.

The result of the health attitudes and cultural beliefs of urban and
insignificant differences between the two groups. In other words
Fulani have a stronger belief in culture and health matters. Commyg

education, Ezeomah (1983) remarked that in their traditional paste

rural Fulani showed
the urban and rural
enting on the aims of

oral society the aims

of nomadic education are to form character, aptitude, skills and beliefs of the children.

He further stated that children received a greater part of their infg

the environment, their family and society, drawing directly on expe;

are ignorant of modern medicine and are traditionally conservative.
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practices and beliefs are very deep rooted and are not easily affected by their migration
to urban areas, In support of this, Tamawa (1981) observed that superstitious beliefs are

also the cause of many charms ceremonies and proprietary medicine.

The insignificant difference between urban and rural Fulani in relation to their health
status, implies that they have the same health problems. However, a‘n examination of the

mean scores reveals that urban Fulani have lesser though insignifi¢ant health problems

due to their awareness than their rural counterparts. This trend rv*ay be due to readily
available medical facilities in urban areas as against rural areas where such facilities are
almost non-existent and where Fulani resort to the use of traditional medicine,
Commenting on the deplorable health conditions in rural arcas qgf Nigeria, Ezeomah
(1983) stated that the pastoral fulbe who form part of this rurai [pepulation are even
worse of - as a result of their mobile mode of life. They are more exposed and prone
to attacks by diseases, because of the hostile environment they live in, poverty,
ignorance, lack of knowledge of proper preventive measures and unwillingness and
inability 10 seek and use available health services. As mobile population, they live in
make-shift huts and in unhealthy surroundings and adversed climatic|conditions, therefore
to reach them with health services becomes difficult hence, they are being neglected, In
the same vein, Gilbert and Gugler (1987) noted that urban areas especially major cities
offer more and better facilities than their rural hinterlands and afford superior education
and training for the migrants children in particular. They further observed that pipe

borne water assures clean water and frees women from the drudgery of fetching water
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over long distances. Expert medical care and drugs are available.
the kerosine lamp and the open fire.

remains very much the same as their lifestyle and belief systems

Electricity replaces

However, the health status of the two groups

re the same and as

there appears to be insignificant difference between urban and rural areas in the Provision

of health care services,

The result of the types of food and drink of urban and rural Fulanis fevealed insignificant

difference. This implies that though no significant difference exi
groups in their food and drink intake, Tamawa (1981) observed

appear 1o have well balanced and nourishing meals while in urban

average of 10% of weight within two months of returning to villages.

sts between the two
that urban migrants
centres, but lose an

The reverse 1s

also the case of some urban migrants, who because of high cost of living in urban

centres, afford only one meal a day, and lose weight. He further
common dietary deficiency diseases in rural areas is kwashiorkor, w

children during and after weaning up to the age of six. According t

stated that the most

hich primarily aftects

0 him, most of these

essential foods are produced in rural areas but are sent to urban

while the producers themselves live on poor food, mostly carbohy

eas to sell for cash,

rates. In support of

this, Abubakar (1981) also reported that rural dwellers find it difficuit to obtain

nourishing food. The failure of this study to support these claims

the fact that the habits and beliefs of the Fulani remain same even

urban areas, because of which their life remains almost unchanged.
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The findings showed insignificant differences between urban and pural Fulani in their
drinking (alcohol}. This may be explained on the basis that all the respondents of this
study are moslems and therefore prohibited from drinking (alcohol)] In addition, inspite
of migration to urban areas, the faith in their religion remained unchanged which did not
permit them to become drinkers. This explanation is supported by the findings of this
study that showed insignificant differences between urban and mural Fulani in their

smoking (cigar, pipe, cigarette} habits.

The insignificant difference found in the study between urban and rural Fulani in physical
activity level substantiate the other findings of the study in that the migration of Fulani
to urban areas did not significantly affect their lifestyle, although there was contraction

in the household size of the urban Fulani.
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5.1

5.2

CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATION

INTRODUCTION

The purpose of this chapter is to summarise the study, draw cpnclusions from the
findings and make recommendations that will help to improve the ljfestyle of urban and
rural Fulani. The chapter is organised according to the following sub-headings:

introduction, Summary, Conclusions and recommendations.

SUMMARY
The objectives of this study as stated in chapter one are as follows:-

1. To determine the household size of urban and rura! Fulani jn Kaduna State.

2. To find out the health attitudes and cultural beliets of urban and rural Fulani in

Kaduna State.

3. To determine the health status of urban and rural Fulani in|Kaduna State.
4, To find out the types of food and drink of urban and rural Fulani in Kaduna
State.
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. To determine the drinking (alcohol) habits of urban and rural Fulani in Kaduna

State,

6. To determine the smoking (cigar, pipe, cigarette) of urban and rural Fulani in

Kaduna State.

7. To find out the physical activity of urban and rural Fulani in Kaduna State.

To achieve these purposes, 250 urban Fulani and 250 rural Fulani were selected at
random from urban and rural areas of Kaduna State respectively, to serve as respondents
in the study. A questionnaire specially developed for the purpose of the study on
different aspects of lifestyle was administered on the respondents. The information thus
collected was statistically analysed to test the following hypotheses generated for this
study.

I There is no significant difference between urban and rural Fulani of Kaduna State

in their household size.

2. There is no significant difference between urban and rural Fulani of Kaduna State
in their health attitudes and cultural beliefs.
3. There is no significant difference between urban and rural Fulani of Kaduna State

in their health status.
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4, There is no significant difference between urban and rural Fylani of Kaduna State

in their types of food and drink.

5. There is no significant difference between urban and rural Fulam of Kaduna State

in their drinking (alcohol) habits.

6. There is no significant difference between urban and rural Fulam of Kaduna State

in their smoking (cigar, pipe, cigarette)

7. There is no significant difference between urban and rural Fylani of Kaduna State

in their physical activity.

SUMMARY OF FINDINGS

The findings of the study revealed:
1. Significant difference between urban and rural Fulani of Kaduna State in their
household size. The household size of rural Fulani is sighificantly larger than

that of urban Fulani.

2, Insignificant difference between urban and rural Fulani of Kaduna State in their
health attitudes and cultural beliefs. Both of them had a stronger belief in health

and cultural matters.




5.3

3. Insignificant differences between urban and rural Fulani of Kaduna State in their

health status. They showed indifference in their health awareness.

4, Insignificant differences between urban and rural Fulani of Kaduna State in their

types of food and drink. Invariably they ate the same types of food.

5. Insigniticant differences between urban and rural Fulani of Kaduna State in their

drinking (alcohol) habits.

6. Insignificant differences between urban and rural Fulani of Kaduna State in their

smoking (cigar, pipe, cigarette)

7. Insignificant difference between urban and rural Fulani of Kaduna State in their

physical activity.

CONCLUSIO
Based on the findings of this study, it can be concluded that| whereas significant
difference exists between urban and rurai Fufani in their household size with latter having
a larger household size, the two groups of Fulani did not significantly differ in their
health attitudes and cultural belief, health status, types of food|and drink, drinking
(alcohol) smoking (cigar, pipe, cigarette} and physical activity. This suggests that the

two groups generally did not significantly differ in their lifestyle.
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5.4.1

RECOMMENDATIONS

SUGGESTIONS FOR IMPLEMENTATION

Based on the findings of this study the following recommendations, aimed at reducing
the health related problems and at the same time improving the lifestyle of Fulani, are

made.

I. Concerted effort should be intensified by federal, state and local government to
stem rural to urban drift through the provision of low cost but affordable housing
within an area of rich grazing ground. Within this area, quality of life should be
improved through availability of basic social amenities such as good road, pipe

borne water or portable borehole, health centres/clinies, electricity etc.

(o)

The National Commission for Nomadic Education should intensify her effort to
speedily stamp out illiteracy, ignorance and diseases through an introduction of

basic hygiene and health education in their school curriculum.

3. Health policy should include the provision or posting of medical doctors, nurses,

veterinary doctors, extension workers, social workers, pharmacist ete to health

services in rural areas with additional incentives.

4. The Ministry of education in collaboration with National orientation Agency

should educate the opinion leaders and heads of household on the importance of
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modern medicine instead of orthodox methods based on |cultural beliefs and

superstition.

The federal/state/local government should educate Fulani on the importance of

nutrition. More rapid transportation is essential for safe conservation of meat,

poultry and fish and they should devise standards for quality of milk and

pasteurization.

On drinking and smoking, even though the attitudes are bagically the same, the

opinion leaders and the family heads should intensify campaign to discourage this

habits. The campaign of the Federal Ministry of Health op smoking should be

translated into Fulfulde and Hausa language and should be regularly read to them.

The Fulani should be made to understand that the tradif
resulting from nomadic way of life cannot take the place (l
leisure. In its place therefore, recreational facilities should
state/local government and at the same time they should bg

part and avail of the opportunity.

ional long trekking

physical activity or
be provided by the

encouraged to take

Aggregate effect of these recommendations would definitely create a new Fulani

community, translated by good quality of life.
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5.4.1 RECOMMENDATIONS FOR FUTURE RESEARCH

During this investigation, resecarcher experienced a number of prgblems in the area of

lifestyle. These problems are suggested below for future research,

1. Effect of cultural beliefs on the health of Fulani.
2. Comparative medical assessment of the health status of urban and rural Fulani.
3 Nutritional status of rural and urban Fulani.
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APPENDIX 11

QUESTIONNAIRE ON LIFESTYLE OF FULANI

INSTRUCTION: Tick the appropriate response

A. BACKGROUND INFORMATION
1P Sex: Male O Female B

2. Marital IS: Single ] Married Im

3. Age Range:

{a) 16 - 19
(b 20-29
{c) 30-39
(d) 40-49

(e) 50 and above

4, Religion: Islam [] Christianity [

Traditional Religion: []

5. Location: Rural [ Urban

B. HOUSEHOLD MEMBERS

6. Who lives in the household with you?
(a) Wife/husband
(b) Children

{c) Relatives
(d) Parent/Parent in-law
(e) Non-relative
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How many people live with you?

(a) 1-5

(b) 6-10
(c) 11-15
(d) 16 - 19

(e) 20 and above.

Do you have any (other) relations or children of your own who are not
living with you?

(a) Yes

(b) No

C. HEALTH ATTITUDES AND BELIEFS

9.

10.

1.

Would you say that for someone of your age, your own health is

generally

(a) Excellent
(b)  Good

(c) Fair

(d)  Poor

(e) Don’t know

Do you do anything at the moment to keep yourself healthy or improve
your health?
fa) Yes (b)  No

If yes to the above question, what are the three most important things
you do to keep or improve your health?
(a) Diet

(i) Keep to medical/slimming diet

(ii) Other dietary habits
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(b)

(c)

(d)

(e)

(f)

(g)

(h)

Drinking (Alcohol)
(i) Stopped or reduced drinking
(i) Never drank

Smoking
(i) Stopped or reduced smoking
(ii) Never smoked

Medicines

(i) Self treatment

(i) Doctor’s Prescription
(iii) both

Physical Activities

(i) House Work

(i) "Sharo" Game

(iii)  Gardening

(iv)  Walking

(v) Physical Leisure activities

Job

(i) Herding

(ii) Office work/Other Business
Sleep

(i) Nap/Sleep
(i) Relaxing/Resting

Social
(i) Traditional Dance/Parties

(ii) Interaction
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12.

13,

(i)

(i)

{k)

(0

Are there any things you would like to do to keep v

Mental State
(i) Mental attitude, lack of stress
(i) Use special technique - meditation, pra

Housing/Area
(i) Sanitary

Fresh Air
(i} Get {more) fresh air

Other (Specify)
(i}

vers etc,

(ii)

{iii)

don’'t do?
{a) Yes
(b) No

If yes, what would you like to do?

(a}
(b}
(c)
(d}
(e)
(f)

(9)
(h)
(i)

Sport/exearcise
Diet/nutritian generally

Lose vweight

Cut down or give up smoking
Cut down or give up alcohol
Pursue hobbies

Change/get job

change social life

Other (specify)
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14. Is circumeision practiced here?
(a) Yes
(b) No

15. Has your family contacted disease through circumcision?
al Yes
b) No

16. If yes, are the disease treated with (&) magical power
b) Scientific medicine {c) or Herbs?

17. The following are statements people have made about health
| would like you to say how far you agree with each statement.

Strongly Agree Dan't s Strongly
Agres Know | Agree | Disagree

a. It's sensible to do exactly what doctors say

b. To have good health 1 the most important thing in life

¢. Genaerally, health 1s a matter of luck

d. If you think teo much about your health, you are more likely to
be il

e. Sutfering sometimes has a divine purpose

f. I have to be very ill before I'll go to the doctor

g. People like me don’t really have time 1o think about their health

h. The most important thing is the constitution (the health) you
are born with

D. HEALTH
18. Are there any things about your life now that have a bad effect on your
heaith?
a) Yes
b) No O

19. If yes, what are they?

a) Unable to get about
b) Environment/housing
c) Work
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20.

21.

22.

23.

d) Financial/Standard of living/income

e) Family or marital problem/relationships
f) Friends/Neighbars/Social activity
g} Behaviour (smoking/drinking/exercise etc.}

h} Stress and worry
i) QOther {Specify)

Are there any things about your life now that have a ¢
health?

a) Able to get about

b) Environment/housing

c) Financial/standard in living/income

d} Family/marital relationships

e} Friends/Neighbors/social Activity

) Behaviour {smoking, drinking, exercise, etc)

Q) Other (specify)
h) Don’t know

Do you feel that you lead

a) a very heaithy life
b} a fairly health life
¢) Nat very health life
d] An unhealthy life
e) Don’t know

jood effect on your

Do you have any leng-standing illness, disability or infirmity?

a) Yes
b) No

Does it limit your activities in any way compared w
your own age’?

a} Yes v
Y,
h) No %
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FOOD AND DRINK

24.

25.

26.

27.

28,

29,

Are you on any special diet of any sort for health reason
al Yes
b) No

What is this diet for?

a) Cbesity to lose weight

b) High blood pressure/health disease
c) Ulcers

d} Gall Stones

e) Kidney failure

f) Diabetes

a) Food Allayer

Would you say that you eat the right amount of food?
a) Yes
b) No

Do you eat tog much or too little?

a) too much
b) too little
C) can’'t say

How often do you have break-fast?

a) Everyday

b) Most days

c) Once or twice a weaek
d) Less than once a week
e NEVER

Co you eat regularly, that is, have the same number of meals at roughly the

same time each day?
a) Yes
b} No
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30. Indicate by a tick the number of times in a week that you take the following
foods

More than once a Onee a day Maost days Onee or IWice a Less than once | Never

day Week a week

Fresh frun

Salads or raw vegetables

Tinned frun

Yam

Pnaloes

Root vegetables

Rice

Beans

{(Tuswon masara)

Green vegetables

Fura

Nuls

Breakfast cereal

Cow nulk

Fish

Beef

Eggs

Chicken

31. Think about the things you eat. would you say that your diet 1s
(a) as healthy as it could be
(b) quite good, but could improve it
) or not very healthy
(d) Don’t know
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38.

39.

EXERCISE/PHYSICAL ACTIVITY/LEISURE
40,

41.

42.

43,

Were you ever a regular cigarette smoker, that is, smoking at Least one

cigarette per day for 6 months?
fa} Yes
() Na

What reasons made you to give up smoking cigarettes?
(a) Il health

(b} Expense

{c)  Fear of ill health in future

{d) Special pressure/to please someone else
(e)  Pregnancy

{f) Just wanted to give up

Do you think you get enough exercise?
(a}  Yes
(b} No

In general, compared with men/women of your age, arg
{a) more active
() less active

{c} about average
{d) don’t know

How much time on average per day do you spend walk

you physically.

() e Hours

{b) don’t know

Compared to people of your own age, which of the
described your usual walking pace?

{a) Slow (b} Average
{c) Fairly brisk {d)  fast

{e) don’t know.
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