















































of the mission in caring for patients
with leprosy.

New buildings were opened at
Ogbomosho in 1959, but “the
real meaning and purpose of the
hospital are to be found in the
staff and people who give of their
time to the ministry of healing in
the name of Christ,”” stated Mis-
sionary Edgar H. Burks, Jr., execu-
tive secretary of the Baptist Mission
in Nigeria (currently on furlough
in the U.S.). In a message sent for
the observance he added,
“Buildings and equipment are
important and necessary, but
they are useless without dedicated
hands to use them.”

In the closing address W. C.
Gaventa, missionary doctor,
acknowledged the “clouds of
uncertainty’” concerning the
future—high financial costs, per-
sonnel needs, and the policy
governing medical services in
the state. But he followed with
proposals: that there be a sound
Nigerian financial basis for opera-
tion; that voluntary agency
hospitals operate as partners in
the state in health training
programs; and that the state help
the hospital to know the precise
role of voluntary agency hospitals
in overall health needs and that
there be cooperation in meeting
the needs.TC
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A Medical Ministry
and How It Grew

BY EMANUEL A. DAHUNSI

This condensed version of an address
at the 50th anniversary celebration at
the Baptist Medical Centre, Ogbomosho,
Nigeria, chronicles the growth of a
medical ministry. The author is former
president of the Nigerian Baptist Con-
vention and translator of the New
Yoruba Bible.

OR a connected history of
FBaptist Hospital in
Ogbomosho, a sketchy
account of the story of the Baptist
Mission in Nigeria is in order.
Baptist work in Nigeria began with
the arrival of Thomas Jefferson
Bowen at Abeokuta on August
18, 1850. In 1852 he wrote, ‘“Having
no money to build with in ljaye,
| resolved to return at once to
America and report progress.”

He came back to Nigeria in
July 1853 with his bride of two
months and two other couples,
the J. S. Dennards and the john
H. Lacys. The Lacys soon returned
to America because of Lacy’s poor
health. Within a few months of
each other, first Mrs. Dennard,
then Dennard passed away. In
September 1854 the Bowens were
surprised to see another missionary
of the Board, William H. Clarke,
appear at their door. The Bowens
had not even been aware of his
departure from America.

It fell the lot of Clarke to be the
first white man to visit Ogbomo-
sho—in February 1855. During
his three-week stay, Clarke
preached the gospel to eager
crowds all over the town.

On September 23, 1855, Mr. and
Mrs. Bowen arrived in Ogbomosho
to open the third Baptist station in
Nigeria. After a ministry of some
seven months, however, they left
Ogbomosho, never to return.

Early missionaries were of neces-

sity persons of many parts, as
many present missionaries are.
They not only preached and taught,
but they also built their own
houses and designed and some-
times made their own furniture.
They also practiced medicine. In
Bowen’s Central Africa, we obtain
an idea of medical opinion in the
middle of the last century.

We are told that many
approached Bowen with their
complaints, and he gave them treat-
ment. He was successful with
some, but not with others.
‘Smallpox is common,” he wrote.
“Whatever may be the proper
treatment of smalipox in other
countries, the best plan in Yoruba
is to let it alone.”” Again, “We have
tried various remedies for
dysentery, but there is one remedy
which has never failed—the
common gray powder or mercury
and chalk of the shops.”

Concerning malaria, Bowen
noted that it flourished in swamps
and other damp places:

“Fortunately, several laws of
malaria are so well known, that
we may measurably guard against
it by availing ourselves of this
knowledge. All we have to do is
to build the right kind of
houses, in the right places, and to
keep closely within them at the
right times. . . . Malaria moves
with the wind. . . . Houses should
be built in the center of the town,
and not in the suburbs, because
malaria is far less active in the
midst of a crowded population. . . .
[Malaria] is much more abundant
or active by night than by day. . . .
We must avoid the night air, if we
desire to escape the effects of
malaria. . . . If we must go out,
it is said that breathing through
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Medicine, Wake Forest University,
Winston-Salem, North Carolina.

The program grew out of a
practical need. In seeking medical
missions personnel, Fowler and
Miss Dawkins noticed that some
pre-med students might show
enthusiasm about missions at
college graduation, but would not
be heard from again. Years later
the Board might come in contact
with these individuals, once
missions directed, but now doctors
enmeshed in private practice,
with the idea of missions somehow
buried by circumstances.’

There is a ““period in a medical
student’s life somewhere between
the second and fourth year of
study, when he must make some
critical decisions, such as whether
to specialize,” Fowler points out.
The MRP is intended ““to rekindle
mission interest at a time when
the students are making critical
decisions.”

For a number of years before
1968, medical students had served
with Baptist hospitals overseas
through a program sponsored by
a pharmaceutical firm. When that
program was phased out, the need
for the Board’s own plan
became acute.

HE Board pays the

receptor’s travel expenses

to and from the field.

The local Baptist Mission
provides accommodations on the
field. The receptor is paid no
salary. Usually, with the agreement
of the medical school involved,
the receptor receives elective
academic credit for the period of
practical service.

On the average, each receptor
costs the Board about $1,000.
Cobbs considers the expense
““good stewardship of mission
dollars,” when weighed against
the actual medical services
rendered by the receptor and the
potential for the future in missions
interpretation and service.

“I believe we will be appointing
more physicians over the next

30

several years, partly because of
this program,” he declares.

Cobbs lists several MRP benefits,
besides the value to the students
themselves.

First, coinciding with the primary
purpose, there is, at least “/in terms
of interest expressed, a carry-over
into missionary service,” indicates
Cobbs. One former medical re-
ceptor who has completed
medical training is now a can-
didate for missionary appointment.
Others among former receptors,
many of whom are still in medical
training, have made known their
definite interest in missionary
service.

One of the “wider benefits,"”
continues Cobbs, is that former
receptors can share with churches
“a more accurate interpretation of
Christian missions, specifically
medical missions.”

In addition, missionaries on the
field find the presence of a re-
ceptor personally stimulating.
““Missionaries have been given
opportunities by the arrival of
a medical receptor to be pulled

into an academic relationship of
teaching,’” states Cobbs. “And the
missionaries have firsthand contact
with a current student, and thus
better information about the
present academic climate, the
trends in medical schools.”

Fowler points to still another
residual effect. “We have found
that not only do these young
people make a contribution, though
perhaps this is limited, but also
their interest in missions is greatly
increased,” he says.

““When receptors come back
to medical school, they create an
interest in medical missions among
fellow students that we have never
been able to create before. The
school itself becomes more open
to the idea of medical missions.”

T IS not feasible for receptors
to go to all fields where
Southern Baptists have medi-
cal missionary work, according

to Fowler. In some countries, for
instance, regulations regarding
licensing or work permits present
obstacles. Because of language
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FIRST
PROSTHETIST

Jerrell R. Ballard, prosthetist, now serves in Colombia.

Jerrell and Delores Ballard during missionary orientation in Georgia.
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prosthetist, as everyone
no doubt knows, is
one who specializes
in prosthetics. And, of
course, prosthetics has
to do with artificial limbs. But
what everyone may not know is
that the Southern Baptist medical
missions team for the first time
includes a prosthetist.

When 36-year-old Jerrell R.
Ballard and his wife, Delores, left
the U.S. for Barranquilla, Colombia,
last May it marked a new stage in
a spiritual journey that began in
a Louisiana bayou. The Ballards
were employed as missionary
associates in November 1972.

He is now serving as prosthetist
at Baptist Hospital, Barranquilla.

Ballard’s first encounter with a
church was on the Bayou Teche,

a river about 200 yards from where
he and his family lived on a
sugarcane plantation in Louisiana.
A home missionary who ministered
to French-speaking people came
to the area in a riverboat that
served as living quarters and
floating church. Ballard attended
church on the boat, and it was due
to the missionary’s personal witness
that, while in his early teens,
Ballard accepted Christ. |

A few years later Ballard !
encountered the profession that
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