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Faith-based health care 3

Strengthening of partnerships between the public sector 
and faith-based groups
Jean F Duff , Warren W Buckingham III

The sharpening focus on global health and the growing recognition of the capacities and scope of faith-based groups 
for improving community health outcomes suggest an intentional and systematic approach to forging strong, 
sustained partnerships between public sector agencies and faith-based organisations. Drawing from both development 
and faith perspectives, this Series paper examines trends that could ground powerful, more sustainable partnerships 
and identifi es new opportunities for collaboration based on respective strengths and existing models. This paper 
concludes with fi ve areas of recommendations for more eff ective collaboration to achieve health goals.

Introduction
Converging global health trends, economic realities, and 
changing development approaches argue for closer 
partnership between faith and governmental groups in 
support of the Millennium Development Goals (MDGs) 
and forthcoming Sustainable Development Goals (SDGs). 
As the papers in this Series have shown, faith-based 
groups have provided care, education, and health and 
social support long before present development agendas 
were advanced. Faith-based groups predominantly off er 
capacities well aligned with the MDG and SDG 
imperatives, despite controversies mentioned in the 
second Series paper.1 These capacities include geographical 
coverage, infl uence, infrastructure, scale, and sustain-
ability. Faith-based groups contribute to community 
health (holistically defi ned to include social, environ-
mental, physical, and spiritual wellbeing) in diverse ways, 
but especially through health-care provision and through 
their eff ect on health-related attitudes and behaviours.

This Series paper suggests that where a good fi t exists 
between community health objectives and the capacities 
of faith-based groups, committing additional public 
sector attention and funding to partnerships that engage 
faith assets can improve health outcomes and save lives.

As the other papers in this Series have noted, 
faith-based groups have been responding to the health 
needs of poor people and working in diverse ways with 
governmental entities for centuries. Legal, cultural, 
technical, fi nancial, and institutional factors have 
resulted in the capabilities and assets of faith-based 
groups being an underused resource for health, but 
innovative collaborations between faith-based groups 
and governments are emerging in various forms.

Although faith-based groups are engaged across the 
range of health promotion and care, we emphasise (and 
fully describe in a linked case study) how they are 
contributing to prevention of child and maternal deaths. 
We conclude with fi ve broad recommendations for 
improved eff ective collaboration to achieve health goals.

Four development trends should encourage govern-
ments and donors to engage the physical, human resource, 

and technical capacities (as well as the teaching, service, 
and advocacy that has been shown to positively aff ect social 
norms and health-related behaviours of faith-based groups) 
in meeting health needs in low-income and middle-income 
countries. These trends are also complementary to goals 
prioritised by most faith-based groups in their care for poor, 
vulnerable, and marginalised people2 in their core values, 
which uphold physical and spiritual well being, and their 
commitment to the dignity of every human being (panel 1).

The fi rst development trend is the possibility to end 
extreme poverty and achieve a grand convergence on 
health. Multinational and national investments in health 
continue to increase and reached an all-time high of 
US$31·3 billion in 2013.3 These investments are inspired, 
in part, by compelling evidence that progress on health is 
key to achievement of lasting reductions in extreme 
poverty4 and that health is crucial to economic growth in 
developing countries. According to the 2013 Lancet 
Commission on global health 2035: a world converging 
within a generation, “reductions in mortality account for 
11% of recent economic growth in low-income and 
middle-income countries.”5 The Commission provides an 
investment framework for this grand convergence on 
health status across countries of all incomes and envisions 
rapid and substantial health improvements: “A unique 
characteristic of our generation is that collectively we have 
the fi nancial and the ever-improving technical capacity to 
reduce infectious, child, and maternal mortality rates to 
low levels universally, by 2035.”5
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The SDGs and targets for the post-2015 development 
agenda include goals to end extreme poverty by 2030, to 
attain healthy lives for all, and to reduce inequality within 
and between countries.6 As governments and donors 
prioritise progress on health and increase health-related 
expenditures,3 maximum engagement with faith-based 
groups could be justifi ed on the basis of effi  ciency alone, 
but we argue that other benefi ts of partnership must be 
considered.

The second development trend relates to the present 
focus on ending preventable child and maternal deaths. 
A concerted worldwide eff ort has led to great progress 
on reducing child mortality, down from 12·6 million 
preventable deaths a year in 1990 to 6·3 million per year 
in 2013,7 which in turn drives a new priority on positively 
infl uencing health-related attitudes and behaviours for 
lasting change in health-related social and traditional 
norms. This eff ort should arguably include a re-
emphasis on strengthened systems for community-
based, holistic health care and expansion from 

facilities-based delivery, as well as emphasis on 
campaigns against specifi c diseases (eg, malaria and 
tuberculosis).

A third trend includes activity to strengthen faith 
understanding (faith literacy) in governments,8,9 

multilateral bodies,10 and donors to improve their 
capacities to both respond eff ectively to the challenges 
presented by faith-based groups and to capitalise on the 
opportunities presented by changing development 
approaches to tap the demand creation, delivery, and 
advocacy capacities of faith-based groups. The German 
Federal Ministry for Economic Cooperation and 
Development (BMZ) has set up a new sector programme 
entitled Values, Religion, and Development. Its function 
is to drive forward the implementation of value-based 
development policy while also ensuring that religion’s 
signifi cance as an important source of values gains 
greater recognition in development policy and 

Key messages

• Focus on global health and multisectoral development 
approaches favour strong partnerships between the 
public sector and faith-based groups

• Though public sector and faith-linked entities bring 
distinctive assets that help achieve health goals, 
ideological challenges present barriers to collaboration 
and need careful negotiation on both sides

• Faith-based groups’ potent infl uence on health-related 
behaviours might contribute substantially to health 
outcomes (eg, preventable maternal and child 
mortality) and could be scaled up to national or regional 
population level

• Models of collaboration between the public sector and 
faith-based groups exist that could be adapted for 
sustainable engagement; partnerships with multireligious 
coordinating bodies such as inter-religious councils show 
particular promise

• Five areas of activity to strengthen cross-sector 
partnerships are recommended:
1. Measure and improve communication of the scope, 

scale, distinctiveness, and results of faith-based 
groups’ work in health care

2. Appreciate respective objectives, capacities, 
diff erences, and limitations

3. Increase investments in faith-based groups, and use 
effi  cient business style

4. Exchange and build core competencies in health and 
faith in both secular and faith-based groups, and 
inspire innovation and courageous leadership

5. Refrain from using religious teachings to undermine 
evidence-informed public health practices; refrain 
from using secularist ideology to undermine 
eff ectiveness of faith-based groups’ work in health

Panel 1: Defi nitions 

Faith-based groups
In this Series paper we use the term faith-based groups 
expansively to include entities that are self-defi ned by 
common religiously informed profession (faith) and practice 
(ethics or worship), their leaders and congregational 
infrastructures, and faith-linked health-care providers and 
non-governmental organisations. Although we argue for 
expanding partnership between faith-based groups and 
public sector entities, we do not suggest that all faith-based 
groups would be interested in such a partnership, nor that all 
would be eff ective partners. We focus on faith-based groups 
engaged in delivering and supporting community health, 
rather than the broader eff ect of faith-based belief on health.

Public sector
By public sector we refer to bodies charged under rule of law 
with governance of society at international, national, regional, 
and local levels. This public (usually secular) sector, concerns 
public health and health services provision, which is our focus, 
although we recognise that states are also sometimes faith-
based institutions guided by religious law. For the aim of this 
short Series paper with its unavoidable oversimplifi cation, when 
we refer to the public sector we are focusing on governmental 
agencies operating for the benefi t of public health.

Health outcomes
We use an inclusive framing of the scope of health outcomes, 
agreeing with the previous Series paper on faith-based health 
services provision that faith-based groups engage in a very 
broad and diverse range of activities that have consequences 
for health, including operation of health facilities, delivery of 
community-based health care, care of vulnerable and dying 
people, and infl uence on health-related attitudes and 
behaviours. We off er a case study on maternal and child 
health as a specifi c example of this inclusive defi nition of 
health roles and outcomes.
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international cooperation. The US Government Strategy 
on Religious Leader and Faith Community Engagement12 
encourages US Government offi  cials to develop and 
deepen their relationships with religious leaders and 
faith communities as they complete their foreign policy 
responsibilities.

Sustained improvements in health will fi nally be 
contingent upon increased low-income and middle-
income country investment in health and increased 
public health results from those investments. This 
investment is encouraging some governments and 
donors to re-examine their models of development and 
consider the benefi ts of scaling up their partnership with 
civil society and in particular with faith-based groups. 
Investments in community systems extend the capacity 
of public systems to hard-to-reach and rural areas 
and build resilient infrastructures for times of crisis. 
Faith-based groups have much to off er here.

These trends argue for increased collaboration between 
faith and public-sector groups and use of new 
mechanisms for partnership to fully engage the capacities 
of faith-based groups for the improved health of people 
and communities. The present international focus on 
preventable child and maternal deaths draws attention to 
the potential benefi ts of engaging faith-based groups 
more fully (panel 2, appendix).

Long-standing models of partnerships and cofunding 
between faith-based groups, states, and donors for 
health include large-scale community interventions (eg, 
the 10-year Papua New Guinea Community Partnerships 
Program15 between the Australian Government and 
seven Christian denominations and non-governmental 
organisations); public funding for faith-based hospital 
and primary care (eg, the national faith-based 
constituents of groups such as the African Christian 
Health Association16 contract through service-level 
agreements with states and international donors to 
provide health services in countries such as Zambia,17 
the Democratic Republic of Congo,18 and Tanzania19); 
and global health campaigns (eg, The United Methodist 
Church has raised $66 million in cash and pledges for 
its Imagine No Malaria campaign and contributed more 
than $18·1 million to the Global Fund for AIDS, 
Tuberculosis, and Malaria [Henderson G, Global Health 
Initiative, United Methodist Church, personal 
communication]).20

The report on the consultation on religion and 
development post-2015 substantiates the capacities 
of faith-based groups to contribute to international 
development outcomes and summarises opportunities 
and challenges for partnership.21

Capitalising on this potential must be balanced 
with awareness that the complexity of the faith sector 
can present challenges for large-scale engagement 
by governments, donors, and secular partners. 
Faith-based groups can help address this barrier by 
organising themselves across denominational, faith, and 

geographical boundaries to partner with public agencies. 
Governments can help by incentivising and supporting 
such collaborations. 

UN agencies have established international co-
ordinating mechanisms and published advisory 
documents to support partnering, including the UN 
InterAgency Taskforce on Engaging Faith-Based Organi-
sations in Development,21 UNFPA’s Global Interfaith 
Network on Population and Development,22 UNAIDS’ 
framework for faith-based and civil society partnerships 
on HIV23 that articulates what the saying do no harm can 
mean in these sometimes politically charged relation-
ships, and UNICEF’s numerous partnerships with 
faith-based groups for the benefi t of children.24 The World 
Bank and Vatican are also exploring ways to collaborate 
to end global poverty (panel 3).

Faith-based groups actively contribute to long-term 
development and response to health crises. They were 
active in the response to the Ebola virus disease outbreak 
in west Africa, coordinating across denominational and 
faith lines including the convening of Christian aid 
non-governmental organisations and UN agencies by the 
World Council of Churches for an escalated response to 
Ebola;26 as documented in the Berkley Center mapping, 

Panel 2: Faith-based groups’ activities and contributions 
towards ending preventable child and maternal deaths

The global movement to end preventable child and maternal 
death prioritises interventions in so-called accelerator 
behaviours, such as early initiation of breastfeeding, malaria 
prevention, and in removal of impediments to their eff ective 
implementation. Many inhibitors of these are behaviours 
related to culturally and traditionally determined family and 
community and social norms, and are best addressed through 
community-based eff orts. Faith-based groups have 
distinctive and constructive parts to play in positively 
infl uencing health-related attitudes and behaviours and 
mobilising communities to save mothers’ and children’s lives. 
Some examples (elaborated further in the linked overview 
appendix) of faith based-groups’ contributions  to 
accelerating  health related attitudes and behaviors are as 
follows:
• In Sierra Leone, Muslim and Christian leaders led the 

UNICEF supported Maklete social mobilisation campaign, 
which increased immunisation rates in children under 
one-year old from 6% to 75%.12 

• In Democratic Republic of Congo, there were substantial 
increases in net-use by children younger than 5 years from 
Anglican Church sponsored door-to-door distribution and 
hang-up of bed nets when compared with public sector 
fi xed distribution points.13

• In four provinces in Mozambique, a USAID-funded multi-
religious collaboration known as PIRCOM  mobilised and 
trained more than 27 000 faith leaders, reaching nearly 
2 million congregants with basic malaria education14 

See Online for appendix
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faith-based groups have also been key mediators of 
community education, especially about safe burial, and 
have provided vital medical services and supplies and 
psychosocial support.27

As additional evidence of faith-based groups who actively 
seek to partner with national and international 
development processes, we note the decision made by the 
Africa Faith Leaders’ Summit in Kampala in July, 2014, for 
inclusion of religious leaders on the post-2015 development 
agenda28 and their active role in an international 
consultation among UN agencies, donors, and faith-based 
groups on religion and development post 2015.21

As noted elsewhere in this Series, funding of faith-
based groups for health and development activities 
comes from a mix of public, private faith-inspired, and 
secular sources that can be unpredictable. The trend 
towards increased integration of faith-based groups into 
national health systems is positive; more effi  cient 
mechanisms for this engagement can contribute to more 
stable service delivery and funding.

Funding sources for faith-based groups’ health and 
development activities vary across the world, but public 
funding is often leveraged by substantial private support. 
For example, private funding for the largest US 
faith-based international development non-governmental 
organisations exceeded $5 billion in 201329 compared 
with just $777 million in US Government support in the 
same year. These private funds (supplemented by the 
earned income base, volunteer labour, and in-kind 
contributions that accrue to faith-based groups) provide a 
platform for public investment and might also help 
protect faith-based groups’ autonomy in responding to 
community health priorities.

Bilateral and multilateral donors have partnered with 
faith-based groups, but disbursements are by no measure 
on par with even the most conservative estimates of 
faith-based share of provision of health services.30 The 
Global Fund has disbursed over $1·4 billion to faith-based 
groups since 2002, and has been encouraging their 
increased representation in recipients. Although 
disbursements to faith-based groups in 2010 amounted 
to $380 million (5% of all disbursements in the then 
current portfolio),17 an additional $520 million has been 
disbursed since then to faith-based principal recipients 
(17 of whom are new), showing the new emphasis on 
inclusive partnership.31 The US President’s Emergency 

Plan for Aids Relief (PEPFAR) prioritised engagement 
with faith-based groups from the outset and has 
contributed to greatly expanding the capacities of faith-
based groups for HIV and for community health care in 
general.32 Although disaggregated data for disbursements 
of PEPFAR funds to faith-based recipients are not 
available, country-level studies (eg, in Kenya)33 suggest 
that although faith-based groups deliver a substantial 
proportion of care, they receive dis proportionately small 
levels of PEPFAR funding. The World Bank provides 
nominal funding through governments to 
population-level faith networks such as the Nigerian 
Interfaith Action Association.34

Recognising the special capacity of faith leaders to 
infl uence governments and others, private philanthropies 
such as the Bill & Melinda Gates Foundation are 
supporting eff orts to engage this infl uence constructively 
on issues including family planning,35 immunisation 
(especially polio), and child survival.

In sum, trends in development and public health 
elaborated on and corroborated in the UN donor 
faith-based organisation consultation report21 present 
new opportunities to partner with faith-based groups for 
lasting health-related behaviour change and for stronger 
community structures that support and sustain positive 
health and development. Each country context presents 
diff erent opportunities on the basis of development 
priorities and faith-based groups’ capacities, but common 
cause and common action are possible. challenges for 
partnership challenges for partnership

Recommendations for full engagement of faith-
based groups in achieving health goals
1. Measure and communicate the scope, scale, 
distinctiveness, and results of faith-based groups’ work 
in health
An agenda for action for improved partnerships between 
state or secular and faith-based groups should be 
predicated on mutual respect for autonomy, freedom to 
establish when partnership is not optimum, and a shared 
commitment to the dignity and wellbeing of every 
human being. Faith-based groups should not undermine 
internationally accepted public health practice (eg, by 
promoting refusal of immunisations or confl ating 
religiously grounded stances on sexual minorities with 
public health imperatives for non-discriminatory access 
to essential services). Although some faith beliefs have 
negatively shaped health or health-seeking behaviours, 
public and non-governmental secular actors should not 
assert that faith is de facto detrimental to health. With 
those caveats, and building on sustained and sincere 
eff orts to advance partnership, we recommend fi ve areas 
of focus for common action in the face of changing 
community health needs and evolving health systems.

Measurement of the contributions of all sectors is 
urgently needed to improve public health, and in particular, 
the proportion of health-care delivery provided by 

Panel 3: World Bank Vatican collaboration 

Meetings between Pope Francis and World Bank Group 
President Jim Yong Kim raise the possibility of more 
intentional collaboration between the church and state or 
secular agencies. According to Kim, “We talked about ways 
we could work together with faith leaders to make a 
preferential option for the poor, so they can have greater 
opportunity and justice in their lives.”25
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faith-based groups. Olivier and colleagues’ paper36 in this 
Series highlighted the serious limitations to data on the 
attributes and eff ect of faith-based groups in health. A new 
comprehensive review of evidence37 on population-level 
behaviour change to enhance child survival and 
development in low-income and middle-income countries 
corroborates the important contributions of social and 
behaviour change to achievement of health outcomes and 
provides a framework for consideration of scaling up from 
single to holistic interventions, and from individual to 
community level outreach. In view of the absence of data 
on faith-based stakeholders, this Series paper also 
reinforces how little information is available about faith-
based groups as actors in community engagement for 
health outcomes. The next generation of the WHO Health 
Management Information System should respond to 
recommendations of their 2010 consultation38 with 
international faith-based groups; improved data on faith-
based groups’ activities is in the interest of health planners 
and policy makers. Faith-based groups who wish to partner 
with secular entities should commit to full participation in 
these data collection systems on a continuous basis.

Crucial questions bearing on successful partnerships 
should be collaboratively researched by policy makers, 
practitioners, faith-based groups, and academia. These 
include faith-asset mapping; distinctive, positive, and 
detrimental faith infl uences on health-related behaviour 
change; quality of care; sustainability and funding of 
faith-based groups’ activity for health; and barriers to 
eff ectiveness and effi  ciency. Funding for such research 
should be prioritised by public and private donors and 
by faith-based groups themselves. Examples of such 
cross-sector applied research collaborations include 
the Joint Learning Initiative on Faith and Local 
Communities,39 the International Religious Health 
Assets Program,40 and the Berkley Center for Religion, 
Peace, and World Aff airs.41 Improved synthesis and 
communication of the available evidence generated by 
academia and praxis around the world will be useful for 
policy makers and practitioners. More comprehensive 
data on the eff ect of faith-based groups on changing key 
attitudes and behaviours can inform cost–benefi t 
analysis for potential investment in faith-based groups.

2. Appreciate each other’s objectives, capacities, 
diff erences, and limitations
Eff ective partnerships are grounded in common under-
standing of each party’s value commitments, resources, 
diff erences, limitations, and needs. Both faith and secular 
entities can do much more in consultation with each other 
to develop these understandings and build trust (panel 4).

Although access to public funding should not be harder 
or easier for faith-based applicants than for other 
organisations, existing principles and recommendations 
for relations between governments and faith-based 
groups,8,42,43 including promotion of transparency and 
mutual respect, should be actively adapted to local 

circumstances. Established standards44,45 for non-
discrimination based on religion and strictly separating 
proselytising and other inherently religious activities 
from health care, relief, and development services, 
should be strictly observed in any expansion of publicly 
funded faith-based delivery.

To help their work across sectors and in religiously 
pluralistic societies, theologians from several world faith 
traditions have worked substantially to explore the 
intersections of faith, health, and rights. Faith-based groups 
and theologians would do well to further develop and 
communicate theological framings for the relation between 
faith values and health service, or so-called mission and 
ministry. An example from the evangelical Christian world 
is the conceptual framing of integral mission developed as 
a guide for religiously grounded development practice by 
Micah Challenge.46 Paralleling the growth in faith-based 
Muslim relief and development of non-governmental 
organisations is a clarifi cation of the grounding from 
Quranic texts and hadiths for humanitarian aid,47 which 
specifi cally includes meeting the needs of non-Muslims.

Faith-based groups and those considering partnering 
with them should assess the eff ect of beliefs and customs 
on factors aff ecting health for women and girls (and 
indeed for other vulnerable or socially excluded 
populations) in determining the scope or limitations of 
proposed partnerships.

Interested faith-based groups should actively inform 
prospective public partners about their capacities and 
articulate specifi c contributions they could make to the 
achievement of public health goals. States should assess 
and strengthen the eff ectiveness of present eff orts to 
educate public servants about faith-based groups working 
in health care and development, and consider innovative 
mechanisms and quantifi ed targets for outreach to 
faith-based groups when bringing wider civil society to 
the planning and funding table.

Multilateral health organisations such as Global 
Alliance for Vaccine and Immunization, the Global Fund, 
and WHO could, in close consultation with faith-based 
groups, commission country-specifi c studies of how the 
capacities and resources of faith-based groups might 
support specifi c health priorities and address key delivery 

Panel 4: Faith-based groups and the Millennium 
Development Goals

“A mission with the breadth and consequence of the health 
Millennium Development Goals would simply be 
unachievable without the engagement of the faith 
community. I have been so impressed by the many faith 
leaders who have supported health-related attitude and 
behaviour change, whose eff ect has been the saving or 
improvement of millions of lives.”—Ray Chambers, the UN 
Secretary General’s Special Envoy for Financing the Health 
MDGs and for Malaria.
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challenges. The Global Fund, for example, supported a 
consultation with faith-based groups organised by Caritas 
Internationalis and UNAIDS to develop a roadmap for 
faith-based organisations to expand access to HIV 
treatment.48 These consultations could also frame a range 
of diff erent partnership models, explore how best to reach 
populations in greatest need, and describe conditions and 
resources needed to enhance collaboration.

Respectful consultation and attentive listening are 
essential to building trust, common understanding, and 
collaboration, and can have profound eff ects. The 
consultation convened by the International Interfaith 
Peace Corps on immunisation held in Senegal with 
Muslim scholars from across the African continent49 
established that faith leaders’ sceptical attitudes to 
immunisation were rooted more in health-related 
concerns than religious belief. Leaders were receptive to 
discussion of those concerns and to receiving new health 
information. They subsequently produced a declaration 
supporting vaccines and incorporated specifi c religious 
and health justifi cations. Similarly, 70 representatives of 
governments, faith-based groups, and women with HIV 
met in February, 2013, to strengthen joint eff orts to make 
sure that no child is born with HIV.50

Although perhaps no area of discussion between faith 
and public groups is more contentious than sexual 
and reproductive rights, by building on a legacy of 
partnership and affi  rming areas of agreement and 
common objective, faith leaders and scholars rep-
resenting Baha’i, Buddhist, Christian, Hindu, Jewish, 
and Muslim faiths joined with UNAIDS and UNFPA to 
develop consensus on a landmark Declaration and Call 
to Action on sexual and reproductive health (panel 5).51 
Taken together, these steps can improve appreciation of 
health benefi ts achievable through closer partnership, 
affi  rm areas of agreement and common objective, 
acknowledge areas of diff erence in either policy or 
approach to be accommodated, and suggest procedures 
for navigating contested areas.

3. Increase investments in faith-based groups and use 
effi  cient business models
If the contributions of the faith sector for community-
based health care laid out in this Series paper are to be 

fully realised, states and faith-based groups need new 
ways to partner and to invest in sustainable capacity 
development and service delivery.

Governments and donors should invite full 
representation of faith-based groups in planning and 
funding processes and promote partnerships that 
prioritise easier access, respect autonomy while insisting 
on accepted public health practice, promote quality care 
and standardised reporting of outcomes, and reduce 
transaction costs. The Global Fund provides a leading 
example by encouraging faith community caucusing as 
a mechanism for faith-based groups to speak with one 
voice and to more eff ectively align with national health 
planning processes.31 Faith-based groups should in turn 
be prepared to respond to such invitations, and be 
accountable for outcomes and for funds received. 
Improved knowledge on both sides of working models, 
respective competencies, and methods of collaboration 
can support this.

Faith communities can make it easier for public and 
private partners to do business with them and to do so on 
a large scale. Organisation or strengthening of religious 
coordinating mechanisms such as inter-religious 
councils, interfaith action associations,52 or faith caucuses 
representing most religious assets in a district or country 
might help while also obviating co-option of these groups 
by states as cut-rate health care utilities.

Religious coordinating mechanisms models range 
from ad hoc coalitions to separately incorporated 
agencies able to source and disburse public funding. The 
African Council of Religious Leaders includes many 
national inter-religious councils and coordinating 
mechanisms.53 Programa Inter-Religiosa Contra a 
Malária54,55 is a locally incorporated non-governmental 
organisation guided by a board of Muslim, Christian, 
Hindu, and Baha’i faith leaders with funding from 
USAID through which the Mozambican Government 
engages faith communities nationwide in campaigns 
against malaria. States and donors might expand use of 
such mechanisms by favouring multidenominational 
and, where demo graphically appropriate, multifaith 
partnerships.

Innovative funding mechanisms are essential if 
governments are to establish sustainable partnerships 
with faith-based groups and to reward attitude-related 
and health-related behaviour changes and sustained 
delivery of community-based care. New approaches with 
performance-based contracting designed for faith-based 
groups, as in the case of the World Bank’s funding of the 
Nigerian Interfaith Action Association, should be studied 
and adapted.

Agreements between states and faith-based groups 
should specify criteria for eff ective partnership, including 
fi t with mission and capacity, standards for organisational 
stability and transparency, track record in health care, 
communications capabilities to reach members, and 
sustainable core funding and accountability mechanisms.

Panel 5: A call to action: faith for sexual and reproductive 
health and rights

“Not in our name should any mother die while giving birth. 
Not in our name should any girl, boy, woman or man be 
abused, violated, or killed. Not in our name should a girl child 
be deprived of her education, be married, be harmed or 
abused. Not in our name should anyone be denied access to 
basic health care, nor should a child or adolescent be denied 
knowledge of and care for his/her body. Not in our name 
should any young person be denied their full human rights.”51
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4. Build core competencies in health and faith in both 
secular and faith-based groups to inspire innovation 
and courageous leadership
As Tomkins and colleagues’ Series paper1 on 
controversies documents, religious infl uence in health 
predates modern medicine and spans the continuum 
from life-threatening to powerfully positive and life-
affi  rming. The ability of religious leaders to inspire 
eff ective movements for social change is attested to by 
the Jubilee 2000 campaign for the cancellation of third 
world debt, Make Poverty History campaign to end 
extreme poverty, and We Will Speak Out campaign 
against gender-based violence.

Religious leaders can speak forcefully to one another, 
across traditions, and to governments and civil society 
about the direct links between improved health and the 
core values of compassion, justice, and giving priority to 
the poorest and most needy people.

Faith-based groups working together can amplify their 
advocacy for equitable delivery of primary health care, 
holding governments accountable for delivery of quality 
health care to all. Local communities and consumers of 
faith-based health services can insist on equitable, 
quality, and stigma-free service delivery. Governments 
and donors can and should hold faith-based groups 
accountable for quality standards.

Many denominational and faith networks in developing 
countries are working to build capacity of grassroots faith 
communities to meet local health needs. These networks 
are also committed to collaboration and learning from 
each other. Faith-based groups as diverse as Islamic Relief, 
Salvation Army, Anglican Alliance, Tearfund, Catholic 
Agency For Overseas Development, Samaritan’s Purse, 
and Adventist Relief and Development Agency are 
collaborating on best practice relating to their continuing 
work of building the capacity of local faith-based groups 
for the health and wellbeing of their communities and 
have jointly refi ned a theoretical framework for faith-based 
social and community mobilisation.56 Channels of Hope, 
for example, has mobilised more than 390 000 local faith 
leaders for health and development.57 With more support 
from governments, donors, and international faith 
networks, this movement to equip and mobilise local faith 
leaders and communities could rapidly scale up to reach 
millions of people with critical health issues.

Importantly, the sacred texts of every tradition abound 
with teachings that promote good health. Faith leaders 
should be supported to convey these health-affi  rming 
messages rather than those perpetuating harmful gender 
or cultural norms (many of which, like child marriage, are 
not integral to religious belief but are cultural or social 
norms that have become embedded in religious 
traditions). Faith-based groups’ delivery of accurate health 
messaging can be improved through access to evidence-
based behaviour-change communication materials 
developed consultatively and easily adapted for use in 
diverse faith settings. Strong examples of educational 

guidelines developed by and tailored to faith-based groups 
already exist (eg, sermon guides, community dialogue 
scripts, faith-specifi c health training guidelines, etc).58 
Increased availability of these and other materials linked 
to global health priorities would be invaluable, as well as 
the development with faith-based groups of evidence-
based materials to fi ll identifi ed gaps.

5. Do not use religious teaching to undermine evidence-
informed public health practice or use secularist ideology 
to undermine faith-based groups’ work in health
Tomkins and colleagues’ paper1 in this Series on 
controversies and other sources document instances where 
religious belief confl icts with public health values. When 
this confl ict is the case, faith leaders might productively 
consider the medical professional’s commitment to 
primum non nocere (fi rst, do no harm) affi  rmed in the 
Hippocratic Oath. This same principle is upheld in the 
tenets of all major faiths and cannot be a coincidence.

Although affi  rming that faith-based groups have the 
right to defi ne what they believe for their adherents, we 
hope that this paper and Series will help to build a 
consensus for respect of the rights of non-members and 
honest acknowledgment that some beliefs contribute to 
harmful health conditions.

Not all faith-based groups will choose to collaborate 
with public bodies in achieving health goals. Nor will all 
faith-based groups be desirable partners for public 
bodies. But states, in particular pluralistic nation states, 
should not, as a matter of practice, systematically 
exclude faith-based groups as partners in improving 
health. Acceptable terms of reference for both states and 
faith-based groups should be clarifi ed and negotiated as 
a basis for eff ective collaboration to achieve health goals.

The golden rule common to almost all world religions—
that one should treat others as one wishes to be treated—
provides a solid foundation on which to build the 
structures for improved linkage between the public sector 
and faith-based groups. The universality of this saying 
can also be an eff ective starting point for overcoming 
resistance to partnering.

Fulfi lling the promise of universal health care, 
especially for poor and marginalised groups, can best 
be achieved by engaging all potential contributors. We 
hope this paper invites closer collaboration between two 
critical actors: the public sector and faith-based groups.
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