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ABSTRACT
Purpose: Informal caregivers (ICs) in Africa perform a long list of tasks to support hospitalization 
care. However, available studies are weak in accounting for the experiences of everyday role- 
routines of hospital-based informal caregiving (HIC) in under-resourced settings. This article 
explored the experiences of role-routines among informal caregivers in a Nigerian tertiary health 
facility.
Methods: The ethnographic exploratory study relied on primary data collected from 75 partici-
pants, including 21 ICs, 15 inpatients, 36 hospital staff, and 3 ad-hoc/paid carers in a tertiary health 
facility in Southwestern Nigeria.
Results: ICs perform several essential roles for hospitalized relatives, with each role characterized 
by a range of tasks. An integrative narrative of everyday routines of HIC as experienced by ICs 
showed critical complexities and complications involved in seemingly simple tasks of assisting 
hospitalized relatives with hygiene maintenance, medical investigations, blood donation, 
resource mobilization, errand-running, patient- and self-care and others. The role-routines are 
burdensome and ICs’ experiences of them revealed the undercurrents of how health systems 
dysfunctions condition family members to support hospitalization care in Nigeria.
Conclusion: The intensity and repetitive nature of role-routines is suggestive of “routinization of 
suffering”. We recommend the closing of gaps driving hospital-based informal caregiving in Africa’s 
under-resourced settings.
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Introduction

The roles performed by informal caregivers (ICs) have 
been a topic of scholarly investigations in different set-
tings (Agbenyefia, 2017; Alshahrani, 2016; Angood et al.,  
2010; Asuquo & Akpan-Idiok, 2020; De Silva, 2020; 
Donelan et al., 2002; Hoffman et al., 2012; Khosravan 
et al., 2014; Muliira et al., 2019; Nkuranyabahizi et al.,  
2021; Shields et al., 2018; Stavrianou et al., 2018). In 
Africa, it is agreed that their roles in supporting the formal 
health system cannot be relegated (Hoffman et al., 2012; 
Sabo et al., 2022). Studies show, for instance, that ICs 
perform a long list of tasks, which can range from simple 
to complex, especially when such roles are performed in 
the context of hospitalization (Hoffman et al., 2012; 
Hogan et al., 2022). However, available studies are weak 
in accounting for how these roles are carried out and 
experienced, as well as the complexities that shape their 
performance in under-resourced health system settings. 
Moreover, existing studies have taken little interest in 
disaggregating ICs population towards uncovering how 
the context of hospital-based informal caregiving (HIC) 
determines the experiences of those supporting 

hospitalization care in Africa. This study addressed these 
gaps in informal caregiving literature by documenting the 
roles and experiences of role-routines of HIC in Nigeria.

Informal caregiving is an essential component of 
global health care provision. It is basically the kind of 
unpaid care provided at home or in a hospital facility 
by family members to sick relatives (Chukwu et al.,  
2022). Globally, there are notable variations in the 
motivations, experience, performance and challenges 
of informal caregiving (Chukwu et al., 2022; Okoye,  
2012; Vincent-Onabajo et al., 2013). Oyegbile and 
Brysiewicz (2017) and Hogan et al. (2022) assert that 
motivations vary between high-income and low- 
income countries, and can be partly explained by 
contextual factors connected to cultural and institu-
tional diversity. Accordingly, Zarzycki et al. (2023, 
p. 1583) note, following a systematic review of 84 
empirical studies on the motivations for caregiving, 
that “people’s motivations for caring are underpinned 
by specific cultural values.” These values manifest 
across cultures as principles of filial piety, familism, 
reciprocity and many others (Muoghalu & Jegede,  
2010; Okoye, 2012; Oyegbile & Brysiewicz, 2017; Yiu 
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et al., 2021; Zarzycki et al., 2023). While these princi-
ples are culturally significant in motivating care act, 
contextual factors like the geographical distance of 
patients to caregiver, status or life stage of caregiver, 
severity of illness and suchlike also influence motiva-
tion to care (Bei et al., 2021).

Still, the roles ICs and practices of informal caregiving 
can vary, reflecting differences in cultural norms, familial 
structures, and levels of sophistication of healthcare 
systems. In hospitalization situation especially, ICs play 
wide-ranging roles to support sick relatives. As 
Komuhangi et al. (2022, p. 22) identified, ICs’ “roles 
include counselling, administering medication, support-
ing logistics around hospital appointments; doing day- 
to-day household tasks like cooking, washing clothes, 
shopping; and providing social support and companion-
ship”. They provide instrumental assistance related to 
food, laundry, managing errands, providing money for 
services and supporting the sick emotionally (Amoah 
et al., 2018). In performing caregiving roles, however, 
ICs face numerous challenges.

Studies highlight challenges related to lack of sanita-
tion facilities, exposure to mosquito bites, infection, and 
exposure to environmental discomfort of heat in the 
daytime and excessive cold of the night, lack of beddings 
and seats in the process of HIC (Agbenyefia, 2017; Gambe 
et al., 2023; Komuhangi et al., 2022). Further, they identi-
fied issues like the proximity of toilet facilities to beds, 
lack of privacy and infection control, hostility, stigma, and 
discrimination. Also, their sheer presence has been 
shown to obstruct formal care while exposing ICs to 
health vulnerabilities (Alkali, 2019; Alshahrani, 2016; 
Amoah et al., 2018; Donelan et al., 2002; Hilton et al.,  
2013; Hoffman et al., 2012; Sadigh et al., 2016). 
Discomforting hospital environment and reliance of for-
mal health workers on ICs to attend to patients also 
contribute to the challenges they experience (Alkali,  
2015; Chukwu et al., 2022). Informal caregiving is also 
recognized as a source of economic problems at indivi-
dual and national levels since ICs involved in HIC are 
often unable to go to work while stuck in the health 
facility to support hospitalization care (Legese et al.,  
2020; Sadigh et al., 2016; von Kaeppler et al., 2021). 
Studies conducted in Nigeria show that ICs face burdens 
at an elevated level, which contributes to their being at 
risk of depression (Akosile et al., 2018; Okeke et al., 2020).

Clearly, HIC as performed by relatives of inpatients is 
an integral part of hospitalization care in Africa today. In 
Nigeria in particular, the healthcare system has relied 
heavily on informal care structures due to several fac-
tors, such as chronic underfunding, a shortage of health 
professionals, and inadequate healthcare facilities 
(Abubakar et al., 2022; Kipp et al., 2007). The shortage 
of health professional has worsened the care situation 
due to skilled labour migration in the health sector 
(Ahmad, 2023; Oyeleke, 2023; Yakubu, Blacklock, et al.,  
2023; Yakubu, Shanthosh, et al., 2023). Consequently, 

HIC has become an essential part of hospitalization care 
in many public tertiary health facilities. However, there is 
limited understanding of how ICs experience the role- 
routines associated with HIC and the complexities 
involved towards health systems adaptation in under- 
resourced setting.

The present article closes an important research 
gap in African health system studies by focusing on 
the experiences of migrating informal caregivers 
(MICs), that is, a sub-population of ICs who travel far 
away from home to serve as caregivers to inpatients 
and are subsequently stationed in/around health facil-
ities. While documenting the various roles played by 
ICs, we further show the complicated nature of the 
roles as experienced in the everyday performance of 
HIC in Nigeria. In doing this, we go beyond role check-
list and cultural norms shaping care motivations to 
reveal the undercurrents of systematic health systems 
dysfunctions that condition family members to sup-
port the care of hospitalized relatives. Through ethno-
graphic methods, this article advances discussion on 
the growing practice of HIC and makes recommenda-
tion towards improving the wellbeing of ICs support-
ing the care of hospitalized relatives in Africa. In the 
next section, we present the methodology of the 
study that produced the article. This is followed by 
sections on the presentation of empirical findings, 
critical discussion of evidence and then conclusion.

Materials and methods

The article is part of the findings from an ethno-
graphic exploratory research which focused on the 
lived experiences of MICs in a Nigerian tertiary health 
facility. It adopted qualitative techniques, such as 
observation, in-depth and key informant interviews 
and photovoice, for data collection in a public tertiary 
health facility in southwest Nigeria. We interviewed 
various categories of participants in the wards, offices, 
public spaces, corridors, restaurants, restrooms, and 
other sites within and near the hospital community. 
Non-probability sampling approach was used to 
select and interview 75 participants (see Table I).

The participants were selected using purposive, 
snowballing, quota and convenience sampling 
approaches. We approached caregivers inside and 
around hospital wards to casually inquire about 
their reason for being in the facility, after which we 
introduced the study and invited them to voluntarily 
participate. Inpatients were approached after secur-
ing necessary ethical and hospital approvals and 
consent of patients. Quota sampling was further 
used to ensure that study population is diverse, 
based on factors such as age, gender, socioeconomic 
status, and, especially, the nearness of their place of 
normal residence to the health facility. The snowbal-
ling technique was particularly useful in identifying 
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relevant units and departments of the hospital. 
Convenience sampling was further employed to 
select participants based on considerations such as 
inclusion criteria, availability and willingness to par-
ticipate. All the participants were interviewed face-to 
-face.

To be included in the study, formal employment in 
the health facility was required for hospital staff while 
ad-hoc caregivers were qualified to participate based 
on their affiliation and role. Inpatients were included if 
they were on admission and receiving care in any of 
the inpatient wards, have an informal caregiver on- 
site who came from outside the city to support their 
care, can speak and subjectively able to participate. 
Finally, an IC was qualified to participate if their usual 
residence was located outside the city where the 
hospital is situated; was attending to an inpatient 
admitted in the past three days or more; resided or 
have resided in/around the healthcare facility during 
data collection, and; of any gender and aged 13 and 
above.

Socio-demographically, the ICs in the study were 
predominantly females (71%), with the majority being 
aged 35–44 (29%), followed by those aged 55–64 
(19%). Most of them had secondary education (43%), 
were married (76%), and from a nuclear family (67%). 
Fourteen caregivers or 67% were informally employed 
and 38% earned ₦50,000 or less monthly (or $110 or 
less in January 2023 when data collection started). 
The age range of their care recipients varied but 
most were females (52%). The caregivers were largely 
parents (48%), but all were relatives of the patient. In 
terms of residence, caregivers in the study mainly 
resided outside the state—or province—where the 
healthcare facility is located (62%) and 86% of them 
have been living in/around the hospital for more than 
a week when we interviewed them.

Conversely, most the hospitalized patients were 
females (60%), with those 44 years and below 
accounting for 67% of the total. More than half of 
inpatients or 53% were formally educated to the ter-
tiary level. Also, 73% reported being married and 93% 
were from nuclear families. Those formally employed 
constituted the majority (40%), and most (47%) did 

not offer information on monthly income. They also 
reported that their caregivers were predominantly 
women (or 73%). However, more of these caregivers, 
from inpatient information, were their spouses (47%) 
and their ages were diverse. They also reported that 
all their caregivers were relatives, except one person 
who was getting support from a co-worker. Lastly, 
87% of the patients came to seek care at the health-
care facility from outside the state, with 73% having 
been on admission for over a week. The key infor-
mants too were largely females (60%), but the major-
ity were aged 35 and above with high educational 
and professional qualifications. They also work in 
a wide range of wards in the healthcare facility.

The languages of interview were English, Yoruba 
and Pidgin English. All research team members are 
competent users of the three, but the participants 
made the final decision on the language of interview. 
We recorded all the interviews on audio recorders and 
took notes. Interview time per participant group aver-
aged between 13 (ad-hoc/paid caregivers) and 43 
(ICs) minutes. All notes from observations, daily meet-
ings and field reports to ethnographic analysis and 
transcribed the interviews in the original language of 
conversation were back translated to English as 
applicable and imported into the NVivo software for 
thematic analysis—following the procedure outlined 
by Braun and Clarke (Braun & Clarke, 2006). We pre-
pared a preliminary coding structure using the deduc-
tive approach. Extracted sections of the interviews 
across participants have been presented either as 
summaries or direct quotes in the findings section.

Finally, UI/UCH Ethics Committee of the University 
of Ibadan reviewed and approved the study with 
approval no. UI/EC/22/0317. We also obtained two 
additional official permissions: first from the hospital 
management to collect data in the hospital commu-
nity and second from the head of nursing to access 
the wards and speak to hospitalized patients. Written 
and verbal informed consent were obtained from all 
participants. The consenting process and interviews 
were conducted in a language the participants pre-
ferred. Completed informed consent forms were kept 
at secured locations, physical and virtual, while 

Table I. Study population by distribution of interviewees and average interview duration.
Study population IDI KII Average interview time (in mins.)

1 Caregiver 21 - 43
2 Inpatient 15 - 33
3 Hospital staff

• Management - 6
• Nurse - 10 35
• Doctor - 5 23
• Security guard - 5 26
• Health assistant (ward) - 5 34
• Health assistant (environment) - 5 24

4 Ad-hoc/paid caregivers - 3 13
Sub-total 36 39
Total 75
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interview recordings, transcripts and photos were 
secured online and offline.

Results

Narrating role-routines in hospital-based 
informal caregiving

Informal caregivers perform several roles that are essen-
tial in caring for hospitalized patients. These roles ran-
ged from errand running to caring for patient, resource 
mobilization, administration-related and general sup-
port. Errands running involves purchasing of drugs, 
injections, and other consumables, buying food, making 
payments and others. Tasks such as routine and general 
care, like investigations, personal hygiene, serving as 
reminders to nurses on care tasks, assisting with vomit 
and disposal, and blood donation fall within the remit of 
patient care. Resource mobilization is simply finding/ 
soliciting money to support hospitalization care while 
administrative roles cover matters such as sharing 
patient medical information with healthcare workers, 
extracting cooperation of patients, intermediating in 
administrative matters, like National Health Insurance 
Scheme (NHIS) documentations, and consenting deci-
sion-making. The last role, the provision of general sup-
port, which participants called àdúròtì, relates to the 
idea of “standing by someone.”

However, beyond the checklist of roles played by ICs, 
how they experience these roles as part of the routi-
nized condition of their presence in the hospital is even 
more important. This section presents an integrative 
narrative based on individual everyday routines regard-
ing the performance of HIC as experienced by ICs. The 
picture that emerged from ICs’ narratives shows the 
complexity of role-routines and reveals the burdensome 
character of the lived experiences of informal caring in 
a Nigerian public health facility.

Waking up and cleaning up

Between 3 AM and 5AM, caregivers begin to 
emerge one by one from the ward corridors. They 
go towards the accident and emergency section of 
the hospital where other ICs had slept through the 
night. Near the same section of the hospital, an old 
woman, in her late 60s or early 70s, stood up from 
the iron bench she slept all night. She changed her 
clothes and brought out two medium buckets, 
folded the cloths she just changed into and puts 
them in one bucket. There was also a young boy of 
about 8–10 years-old still sleeping next to her. She 
woke him up, removed his trouser and pant, then 
proceeded to a black tank near the ward building 
where they collect water, after which they find 
a place to bathe and wash clothes.

There is no bathroom facility available to ICs. 
Because of this, some of them do not bathe for 
days. Those who manage to bathe do it outside. 
Bathing can be a partial or full body wash, the 
example of the former being to “ . . . just rinse our 
arms and legs” (MIC16, female, 18). For full body 
wash, security guards sometimes recommend 
where bathing can happen to ICs who are not too 
familiar with the hospital environment. On their 
own too, ICs sneak into corners, behind big power 
generator or diesel tank or anywhere they can find 
a cover. Ultimately, however, the dark provides 
most of the cover. There is no privacy as women 
and men crouch and take bath in turn, naked but 
relying on the darkness to shield them. 
A participant told a story of a hospital worker 
who comes around with a torch in hand about 
the same time that women have their bath. He 
stopped coming after the women screamed on 
him one midnight. Happening simultaneously 
include brushing of teeth, washing of cloths and 
urinating in the open.

Still, some ICs convert available toilets into bath-
rooms. Although health assistants try to prevent repur-
posing the toilets for bathrooms; caregivers similarly 
try to look out for the best opportunity for bathing in 
the toilet. An interviewee who routinely repurpose toi-
lets said, “I have to wait till evening again because 
those cleaners . . . might not allow you to bathe in the 
toilet . . . ” (MIC18, female, 38). Health assistants labelled 
the facility conversion as irresponsible because ICs 
leave a pool of stagnant water behind and clog the 
drainage with plastic bags and local sponge. Besides, 
finding bucket to bathe can be difficult. Many of ICs 
sleeping in the hospital did not come to the health 
facility with buckets to collect water. When asked 
where they get buckets, one participant said “ . . . we 
see it downstairs where I do bathe. Once I see a bucket, 
I just carry it” (MIC02, female, 37). Some borrow buck-
ets from co-caregivers or take from the restrooms. The 
cleaning staff complained that their buckets go missing 
as caregivers take but often fail to return them. This 
leads to conflict between caregivers and cleaning staff. 
The conflict is in addition to the fear that the use of 
buckets from restrooms predisposes caregivers to 
cleaning chemicals and germs which are dangerous 
to human health.

In very few instances, however, some ICs wait 
until arriving in the wards to sneak into patient’s 
bathroom. A participant who did this said she 
waited for all the patients to be done before taking 
her bath, although without the permission of nurses. 
“I did not tell them. . .Because if you tell them they 
may not allow you” (MIC14, female, 65). While 
exposing ICs to health hazards, their surreptitious 
use of patients’ bathrooms poses health risks to 
inpatients as well.
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Taking position: role-routines inside and outside 
the ward

Informal caregivers arrive in the ward early and wait 
until they can come in, between 7 AM to 9 AM. The 
time-in can vary from ward to ward and sleeping near 
the wards makes early arrival easy. However, health 
workers can send them away from the ward when ICs 
attempt to enter the ward outside official visiting 
hours, especially if the wards needed cleaning, if 
health workers are conducting ward round, or to pre-
vent rowdiness. Nonetheless, as described next, early 
entry into the wards enables ICs to perform several 
roles, like bringing food, helping inpatients to bathe, 
providing hygiene assistance, and updating informa-
tion and acting on new drugs request from doctors, 
carrying out tests and other errands scheduled for 
patient care overnight.

Hygiene maintenance and general patient care
Bathing of incapable patients should ordinarily be the 
job of health assistants or any support/care staff. 
However, the management and nurses complained 
that the hospital is chronically short of this category 
of staff. Hence, relatives take up the responsibilities of 
bathing for some inpatients. Inside the ward, bathing 
of relatives could be the first thing ICs attend to. “ . . . 
We can do bed bath for him sometimes”, noted an IC 
(MIC07, female, 65). An inpatient also said, “ . . . when 
I was still unconscious, she used to bathe for me” 
(HP09, female, 23). Asides bathing, ICs help inpatients 
to pass faeces, and urinate, but the intensity may 
differ from caregiver to caregiver. For instance, one 
IC mentioned that his mother, who is terminally ill 
with cancer, “ . . . can urinate like three . . . four times 
within 20 minutes” (MIC21, male, 38). In rare cases, ICs 
reported practicing simple manoeuvres to help their 
relatives release faeces, like the woman quoted next:

When I first got here, the pain was so much. She has 
not defecated since I came. We asked what they 
could give her so that she could defecate, they kept 
trying and prescribed different drugs, but she did not 
defecate. . . . I was looking at the stool from her anus, 
but it did not come out. So, I took socks, two hand 
gloves and I put it in her butthole. . . . In the evening 
again, I did it, she felt relieved again. The next morn-
ing, I did it again and it was like two days ago she 
now defecated in the evening of the day before 
yesterday, and she has not defecated again since 
then . . . I did it by myself. Even the nurses were not 
there when I did it. (MIC17, female, 53) 

Some ICs assist with hygiene maintenance voluntarily, 
because they wish to do or feel that healthcare work-
ers are not patient enough. However, some ICs feel 
constrained to help, including those who lack the 
physical strength to offer such assistance, thus relying 
on the assistance of other ICs to support their sick 
relatives. For instance, an elderly woman said:

You see when daddy [i.e., her husband] wanted to sit 
on the toilet seat, you know that . . . we are females, 
there is little we can do, if I tell you that it is that 
brother [another caregiver present near the ward at 
the time] that backed daddy on his neck and put his 
butt on that toilet seat . . . (MIC07, female, 65) 

In any case, from morning and throughout the day, 
they partake in ensuring that their relatives are com-
fortable in the ward, laying their beds, using hand fan 
to blow them when there is power outage, moving 
furniture about as needed and arranging their bed-
sides. They talk to care recipients to make them cheer-
ful and lively, and give them hope by staying with 
them and helping them get through the day.

The medical investigation maze
ICs facilitate the conduct of investigations in a timely 
fashion while navigating the maze of medical investi-
gation. This maze involves ICs handling specimen 
bottles, making payments, taking samples to the 
labs and returning there to collect the results. 
Navigating the maze is complicated for a lot of care-
givers, although many of them adjust as they spend 
more days and weeks in the health facility. Describing 
the operations of the medical investigations maze in 
place, a key informant narrated thus:

The doctor writes test, they [caregivers] collect the 
form, they take it to the lab, lab cost it for them . . . 
then they must go to a pay point, pay for it, then take 
the receipt back to the lab. Then the lab gives them 
a bottle, so they now bring the bottle . . . back to the 
ward, then a sample is taken; they are now, most 
times, handed over [to caregivers] to make it faster, 
because sometimes the hospital maid or the hospital 
assistant that is supposed to be on the ward might 
not be available, might need to do other things. So, 
they [i.e., caregivers] must take it, and take it back to 
the lab, and drop the sample. Then they might have 
to be the one to follow back, and go and pick up the 
result, maybe a day or two days after, and bring the 
result back. (DOC02, male, 30) 

Depending on the clinical status of their care recipi-
ent, ICs may repeat the investigation process multiple 
times in one day. As one interviewee who relied on 
the assistance of two privately recruited helpers said, 
“ . . . they can write four tests or five for someone in 
a day. Am I the only one that will be doing every-
thing?” (MIC07, female, 65).

Problems can arise during the process of conduct-
ing medical tests/procedures, which further stress 
caregivers in performing this role. Long queue at the 
lab is one of such problems. At other times, ICs are 
told there is “no chance” to do tests, and are advised 
to keep checking back, as explained below:

When they asked us to do dialysis recently, they said 
there is no chance, we will not be able to do it and 
we could not do it until the next day. We want to do 
echo now, since about 5 days, we have been going 
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and they said there is no chance. I went there today 
again; they asked me to come back tomorrow again 
before 8 to register. If it is after 8 [AM], I should not 
come again, that they are fixed up. (MIC08, 
female, 53) 

Some labs are not efficient, given that caregivers must 
follow-up with them closely to ensure that investiga-
tion is done. “ . . . Sometimes I will go to one place 
seven times before they attend to her [i.e., her care 
recipient]” (MIC09, female, 63). In some cases, the 
inefficiencies at the labs lead to interpersonal conflict 
between ICs and staff of the hospital.

Additionally, some investigations require the pre-
sence of ICs as “tag along,” like for ultrasound and 
x-ray, dialysis or theatre-related procedures. 
Sometimes, inpatient without a “tag along” may not 
be attended as IC are expected to: 

. . . Carry the patients for investigations; like if they 
must go for x-rays, when they are going to the thea-
tre, if they have surgeries, the relatives must be on 
the ground; if not, the porters won’t take the patient 
to the theatre. (DOC05, female, 36) 

In the same vein, the presence of ICs is required if 
inpatients are non-ambulant and need a form of 
wheeling. Although some ICs admitted that tagging 
along for investigations helps to calm their sick rela-
tives, the complications involved, the intensity and 
frequency of test conduct render them stressed and 
tired.

Finding/serving as blood donor
During the day, and while engaging in the routines, 
ICs may be burdened by finding blood donors. As one 
management staff noted, “ . . . there are times you 
need them to get some things, . . . like you need 
blood donation, . . . the informal caregivers is the one 
that will connect with other people to get . . . ” 
(MGMT04, female, age unknown). ICs explore connec-
tions that can lead to the identification of blood 
donors, including “commercial donors”, even though 
commercial donors are not encouraged. Despite this 
expectation, commercialized donation is prevalent. 
When ICs are unable to find a donor, they are con-
strained to make the donation themselves.

ICs who have relatives nearby may get blood dona-
tion sorted quickly with minimal challenge. However, 
all our participants live far away, including from out-
side the state where the hospital is located. An IC 
mentioned how not being from the city could be 
a problem, observing that, “if it is not people from 
here that know people, finding blood donor gives 
someone a headache” (MIC11, female, 62).

Meanwhile, ICs sometimes fail to find blood donors 
for care recipients. In this situation, they play the role 
of blood donors because they are constrained to 
volunteer themselves. A caregiver who donated 

blood on behalf of his relative who has been on 
dialysis narrated that:

When they need us to donate blood, I am the one 
taking care of her and donating blood. . . . Nothing 
happened to me, before I did it, I just prayed to God 
and God helped me. . . . I have not done it before 
because when I got to the blood bank, I asked them 
how many days it would take for me to recover and 
they said one day, and I said no problem . . . When 
I finished, I returned to continue my work [that is, his 
other roles]. (MIC20, male, 39) 

Whether one day is adequate for post-blood donation 
recovery is a different issue, but it is evident that ICs 
who donated blood do continue with their routines 
immediately afterwards. The vulnerability of ICs to 
poor physical health is also likely heightened as they 
go about their already complicated routines.

“We can’t find buyers for the thing we want to sell”: 
finding money for care
Most Nigerians pay out of pocket for healthcare 
(Aregbeshola & Khan, 2021), and ICs become 
entangled in mobilizing money for patient care 
while stuck in the hospital and cannot work, and 
while lacking financial and other resources to support 
their prolonged stay in the hospital. Specifically, the 
conduct of investigations and buying of drugs, food 
and other consumables that hospitalized patients 
need demands that ICs mobilize for funds from family 
members and friends. “People send whatever is within 
their power to me, people that are my friends and 
church members” (MIC02, female, 37), observed one 
caregiver. Corroborating, an inpatient said, “ . . . they 
are the ones that know how I am eating, they are the 
ones that know how I am doing everything, they are 
the ones that know how they get money” (HP06, 
male, 19).

Reaching beyond themselves and the hospital to 
find money is a burdensome necessity for ICs. One 
IC said, “if I beg from someone and they give me 
and if they don’t, we will still pray” (MIC09, female, 
63). But, a “sit-down-look” disposition is impossible 
for many ICs as money pressure makes them despe-
rate. For example, while in the hospital, ICs look for 
money to offset medical bills and procure necessary 
drugs by collecting loans, putting up their proper-
ties for sale or just begging in the hospital commu-
nity. A 70-year-old woman with a daughter on 
admission for 45 days collected loans while support-
ing her daughter, a 34-year-old woman suffering 
from an unresolved bone breakage following an 
accident that killed some people. As the participant 
narrated:

Since we did not have money, I had to look for 
money everywhere and all over. I collected a loan. 
I have not finished paying so I started looking for 
another means that I asked for another loan. . . . 
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They even said they would not grant the loan; may 
God not make us cry; all manner of things. I begged 
them anyway. That’s what I’m dealing with. We will 
use it [loan] for what we want to do. (MIC15, 
female, 72) 

For another 50-years-old woman that was caring for 
her 67-year-old husband who had spent 31 days, get-
ting money is paramount. This is because, as often 
happens in large public hospital, they could not leave 
due to their inability to pay for received treatment. 
Even though her husband has been discharged to 
leave, he remains on “admission” until the hospital 
bill is paid. Because of their “detention admission,” 
they have become more indebted. The cost of hospi-
tal bed never stopped, along with other expense 
attached to hospitalization. By his continued stay, 
the surgical site was infected. They were told more 
money would be needed for a test to know what 
went wrong. So, raising money was on her mind all 
the time. More so, their social network is over-
stretched which has forced them to consider selling 
their house, as she lamented “We are trying. We can’t 
find buyers for the thing we want to sell. And every-
one is tired” (MIC04, female, 50).

Also, to find money, desperation sets in for some 
caregivers who lacked resources and are far from 
home. A 22-year-old female caregiver reported being 
constrained to beg for money: 

. . . I was begging all about because we could not get 
money. The doctors are trying; they contributed 
money for us to pay for the test. We bought medicine 
and other things. (MIC05, female, 22) 

She is from a single parent household, and 
a hairdresser earning ₦5,000 per month. Along with 
her mother, she has been supporting the care of her 
19-year-old brother for 91 days due to a post- 
operative complication causing a leakage of faecal 
material from the side of his stomach.

Shadow caring and advocacy
The ICs advocate on behalf of the hospitalized and 
engage healthcare workers to improve the treatment 
of inpatients. There were cases when ICs confronted 
the nurses to attend to their care recipient on time, 
and to improve services to the sick. When the number 
of functioning dialysis machines had reduced from six 
to between two and three, and the waiting became 
frustrating, an elderly IC and her son complained and 
threatened to discharge their relative. As reported: 

. . . Four days they did not have light [i.e., electricity] 
and water and my son said he would carry my hus-
band to a private hospital; it was the consultant that 
was telling him not to carry him . . . (MIC07, 
female, 65) 

At other times, ICs watch health workers while they 
work, and pick on errors that could have had 
a negative impact on inpatients. In doing this, ICs 
pay attention to the operation of the wards, especially 
as it relates to the treatment of their hospitalized 
relatives. For example: 

. . . Maybe they are giving him IV fluid, and it finishes, 
or they are supposed to give him an injection and 
they do not know what time they should do it; when 
they delay, and promise to come and did not . . . We 
scream on them because we are not comfortable with 
it . . . (MIC10, female, 25) 

In some other situations, ICs have acquired and 
shared information that averted adverse outcomes 
for hospitalized relative. An instance involved a 62- 
year-old woman and retiree who reported that her 
daughter almost missed an injection that would have 
proved catastrophic if she did not raise an alarm to 
point out the “negligence” (MIC11, female, 62). The 
doctor in-charge had requested for an injection but 
forgot to administer it after her daughter’s blood 
transfusion. A nurse came by to check her file but 
only exclaimed “. . .this one has not even taken the 
injection . . . ” (MIC 11, female, 62 years). Unaware of 
what was happening, another patient called her to 
ask if her daughter was given the said injection, to 
which she replied in the negative. This patient told 
her to act fast because missing the injection post- 
blood transfusion could push her daughter into 
a comatose state. From that experience, she always 
monitored her daughter and complained to the med-
ical staff on her behalf.

Washing, spreading cloths, and waiting
Most of the ICs finish washing chores before day-
break, especially cloths and bedspreads. Washing of 
cloths near the hospital area during the day is 
prohibited but some ICs try to wash during 
the day if they can find water. After washing, 
some keep them in a plastic bag for drying in the 
sun after. However, they must monitor the clothes 
as they dry them in the sun. This is necessary 
because security guards and other staff have been 
directed to keep the environment clean, a task that 
involved removing anything that infringes the hos-
pital’s aesthetics.

Specifically, security guards are under instructions 
to remove, and throwaway cloths spread for sun dry-
ing in unapproved places. Spreading of cloth on rail-
ings, on low fences, around generator diesel tank or 
on grasses around the wards are particularly prohib-
ited. The “approved area” for sun drying cloths 
changes frequently and ICs who are not familiar with 
the hospital could lose their few clothing to removal 
and seizure carried out by security guards. Like the 
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hospitalized patient quoted below said of her mother 
who was caring for her: 

. . . If she wants to help me wash cloth . . . she will have 
to sit with the cloth where she spreads it. . . . So, they 
will not take it . . . . . .When we arrived for the first time 
we did not know anywhere, we lost a lot of clothes. 
(HP08, female, 34) 

At the time of our fieldwork, ICs were permitted to 
spread their clothes in a desolate area with little 
human traffic. Some of them complained that the 
space did not have where to hang clothes and looked 
like a waste disposal area. Ants inhabit the place, and 
it is common to spend time removing ants before 
taking the cloths to the ward for use by the inpatient.

Finally, despite the hyperactivity characterizing 
experiences of role routines, caregivers have breaks, 
periods when they sit and wait. Having breaks, how-
ever, does not make them passive as they remain 
relatively active in their waiting. This is because wait-
ing must be done close to the wards, spaces they wait 
at to be close by—and on standby—and available to 
be called whenever. This means also that they must 
be at alert and anticipate being called upon at any 
time. As such, waiting must be done in a manner that 
normalizes their presence to perform roles expected 
of them within hospitalization care context.

Intersection of self-care routines: living one’s life in/ 
around hospital
As the day rolls by, ICs feed themselves along the day, 
while seated on iron benches near the wards, on the 
move or at canteens inside the hospital premises. “We 
go to the canteen to buy, . . . I will eat there, then 
bring his [inpatient’s] own” (MIC14, female, 65). They 
also try to pray as part of their morning routine, but 
mostly not in an organized way. Praying happens 
spontaneously and continues throughout the day. 
“When we sit outside, I pray in my mind.” (MIC16, 
female, 18). Another said, “I can’t go to the church 
yesterday, no problem, anywhere you are, you com-
municate with God, so I’ve prayed this morning” 
(MIC14, female, 65).

A more spontaneous approach was adopted by an 
IC who once approached a group of four adult men 
one morning and pleaded with them, that: 

. . . Sir, help me to pray for my husband not to die, he 
is where they are treating those that have kidney 
problem and they asked me what his name is? And 
I wrote it for them . . . (MIC07, female, 65) 

Similarly, a Muslim woman reported praying right from 
her hostel. She described herself as “praying for those 
alive, pray for the dead, for the sick and for those who 
are well.” (MIC12-IDI-180123). Some pray for nurses and 
doctors too so that complications do not arise.

Nonetheless, throughout the day, access to public 
toilets is limited and conflicts often occur in a bid to 

keep up good hygiene. During the daytime, restrooms 
can be under lock due to water supply issues, and ICs 
may refuse to flush the restrooms when water is not 
available. Similarly, when few restrooms are available 
for use and are being cleaned, conflicts can ensue.

At night, between 8 PM and 9 PM, nurses and 
security guards request that ICs leave the wards, 
although some do not leave the ward until 10 PM or 
11 PM. “ . . . When someone now does that [task] from 
morning till night, 9 at night, that they chase us out, 
that someone will not find a place to sleep” (MIC07, 
female, 65). Whatever the time of exit, departure from 
the ward is like a lock-out for most ICs. This is 
because, although some leave for rented hostels, 
many ICs, especially those who came from far away, 
retire to the iron benches, pavements, and floors 
where they sit or sleep. Once retired to a potential 
sleeping spot, some think about their situation briefly, 
like an IC who said, “when I am done with all I need to 
do, I will just think about my office . . . ” (MIC20, 
male, 39).

To sleep after leaving the ward is not without 
a challenge. Indeed, some reported trouble sleeping, 
staying up until 12 AM or longer. Sleeping at night 
has a disruptive rhythm. At the emergency area, for 
example, a participant said:

We sit here sometimes tightly close to one another to 
sleep. When noise starts there, we wake up, sit up and 
start to look until morning; we’ll not be able to sleep. 
They might go silent for a while that we try to sleep 
again, with mosquitoes hovering, that another emer-
gency will come in [makes a sound to mimic the 
dragging of the trolley on the ground] that someone 
had died . . . . We will sit up wondering what had 
happened. (MIC15, female, 72) 

There is also the reality of short sleep time. It is 
common for caregivers to wake up early, from 3 AM 
or 4 AM. This sleep time is sometimes affected by the 
routine of health assistants in charge of cleaning the 
corridors of the hospital where many ICs sleep on the 
floor. For many ICs, their hospitalized relatives are not 
aware of where they sleep and under what condition. 
ICs actively/consciously refrain from letting hospita-
lized relatives know where/how they sleep to protect 
them from bad feelings and regrets.

Discussion

So far, we have presented an in-depth description and 
analysed the role-routines of HIC as experienced by 
relatives of hospitalized patients in a Nigerian public 
tertiary health facility. Among other findings, ICs’ role 
and their experiences of the associated tasks were 
shown to be complex and complicated, and often 
physically demanding and stressful. The complication 
observed in the situations narrated by participants 
was conditioned by the need to provide supportive 
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care to sick relatives while emplaced in the health 
facility. From very early in the morning until the 
night, ICs provide care under de-humanizing condi-
tions, from bathing in the dark or sneaking to 
patients’ bathrooms, to caring for inpatients, navigat-
ing medical investigation maze, looking for and or 
serving as blood donors, finding money and so on. 
The supportive role of ICs in term of àdúròtì is rooted 
in the Yoruba philosophy of care, which finds expres-
sion in sociological perspectives of ajobi and ajogbe 
(Akiwowo, 1999; also see; Omobowale & Akanle,  
2017).

The roles of ICs in hospitalization are significantly 
germane, and health professionals informally recog-
nize them given the degree of normalization of the 
roles (Sabo et al., 2022). However, the range of roles 
observed and extent of associated tasks and stress 
involved have negative implications on the physical, 
social, mental and spiritual well-being and health of 
ICs. They experienced stress from the role-routines of 
HIC, and were exposed to physical health risks and 
infections during personal hygiene maintenance, 
while supporting inpatient care, during routine 
errands and when they sleep rough in open spaces 
around the hospital. Adejoh et al. (2021) had earlier 
argued in this wise, that in Nigerian tertiary health 
institutions, the multi-faceted function of ICs occurs at 
the detriments of their own social, financial and 
health wellbeing. Conversely, inpatients and health-
care workers were equally at risk when ICs use toilet 
facilities reserved for patients or just by having con-
tact with already vulnerable patients (e.g., drawing 
poo from a patient’s anus). There is a need for critical 
engagement with how the systems dysfunction- 
sustained presence of ICs may be re-constituting pub-
lic health facilities in low-resourced settings into an 
arena of ill-health production.

Also, through the role-routines, an “errand loop” is 
created, in which ICs are constrained to keep active, 
effective, and efficient for the overall care of hospita-
lized relatives. This errand loop greased the operation 
and functioning of the health facility, such that certain 
patient care processes, like x-rays or surgeries, may be 
truncated when ICs are not on the ground. Moreover, 
ICs’ recruitment of paid carers or their practice of 
inviting other ICs to assist them in moving their sick 
relatives suggests that there is hierarchy and power in 
the social relation of errand loop. This is especially the 
case as ICs’ labour is largely demanded, called, 
recalled, and deployed by formal health workers 
with little resistance.

Expectedly, women, especially the aged ones, are 
most burdened, thus revealing a situation of gender 
and age mediated lived experiences of role-routines 
in HIC. Gender is an important demographic data, 
which can influence IC outcomes, roles, extent of 
burden, and even coping strategies (Legese et al.,  

2020). Gender effect is a recurrent issue in caregiving 
discourses across cultures, illness episodes, and 
scopes which then constitutes women as mostly 
involved informal caregivers (Cohen et al., 2021). In 
Nigeria, 82.1% of women are in informal sector 
(Adenuga, 2021), partly accounting for the preponder-
ance of women as ICs of hospitalized patients. While 
this research corroborates previous studies in Sub- 
Saharan Africa on the role of women in informal 
caregiving (Gambe et al., 2023), it further ascertains 
that gender would remain relevant in future projec-
tions regarding the availability of women for care- 
related responsibilities. Also, many of our study parti-
cipants are aged and their presence points to phe-
nomenon of hospital-based aged informal caregivers. 
This reality is a departure from the literature where 
the aged in Nigerian hospital setting have largely 
been located as recipients of informal caring (Gureje 
et al., 2006; Odii et al., 2022; Uwakwe et al., 2009). But 
as expected in the cultural expression of àdúròtì, old 
people are compelled to take on caregiving roles even 
at the detriment of their health. Hence, the involve-
ment of the aged in HIC calls for critical attention.

Besides, having money to manage the care of hos-
pitalized patient is crucial, especially because many of 
those attending public hospitals in Nigeria pay out of 
pocket (Aregbeshola & Khan, 2021). Access to money 
to offset medical bills is important at all phases of 
care, including after the patient has been discharged. 
In fact, some of the ICs reported that their sick rela-
tives were already discharged to go home but could 
not do so because they owed hospital bills. Thus, 
inpatient, along with their ICs, remained in the health 
facility longer than necessary due to temporary hos-
pital detention. In addition, prolonged stay in the 
hospital heightened the need for money, triggering 
borrowing and selling of assets, all contributing to 
vicarious or direct experience of catastrophic health 
spending among ICs. Most studies on informal care do 
not estimate the cost of informal care (especially in 
African countries), yet, the economic cost is humon-
gous as scholarship in the broader field of informal 
caregiving has started to document (Adejoh et al.,  
2021; Bates et al., 2021; McCaffrey et al., 2015). 
Future studies should explore the catastrophic impact 
of HIC on ICs as a distinct group that is entrapped in 
healthcare spending alongside inpatients that have 
thus far been at the centre of research.

In all, the role-routines of ICs points to the com-
plexity and systemic challenge in the Nigerian health 
sector. It also crisscrossed the invisible presence of ICs 
in the health services of under-resourced settings, 
even as they have become integral to the functioning 
of the public health sector. The intensity as well as the 
repetitive nature of the roles and their characteristic 
stress is suggestive of what can be called the “routi-
nization of suffering” among ICs participating in HIC. 
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Being far away from their normal place of residence 
peculiarly worsened the situation.

The study has implications for how we assess the 
roles and cater to the needs of ICs in LMICs. It provides 
evidence on the physically and economically demand-
ing and stressful labour of caring in hospital setting as 
performed by relatives of the sick. The findings can 
serve policymakers and managers of public health facil-
ities in planning interventions and programming aimed 
at providing social support to and improving the well-
being of relatives of inpatients. Regarding wellbeing, for 
instance, the study shows that, while stuck in the health 
facility and performing routinized and strenuous tasks, 
some ICs still donate blood to sick relatives. Experts, 
researchers and policymakers should be interested in 
the context and practice of “voluntary” blood donation, 
especially how it occurs under the condition of con-
straints and its impact on the wellbeing of ICs. Also, in 
showing the age and gender dynamics in the experi-
ences of ICs, the study highlights major inequities in 
HIC, with significant implications for how equity is dis-
cussed and addressed in African health systems.

Conclusion

Informal caregivers function to alleviate the impact of 
systemic health systems failure on their loved ones who 
are hospitalized in large public health facility. The article 
has shown that the role-routines of hospital-based 
informal caregiving is complex and complicated for 
relatives of hospitalized patients. The ICs perform 
many roles and the routines of each roles take place 
throughout the day with little limit to the extent of their 
involvement in caring for inpatient. These roles are not 
only extensive but also essential in nurturing the sick 
back to good health. It is therefore important for policy-
makers and managers of public health facilities to 
address the vacuum being filled by ICs, thereby alleviat-
ing the burdens placed on them by everyday role- 
routines.
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